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newest advance in iron therapy 


IRON 


CONSISTENT 
HEMOGLOBIN 
RESPONSE 


PATIENTS ON SIMRON REPORT NO GASTRIC UPSET, 
NO BLACK STOOLS, NO CONSTIPATION OR DIARRHEA 


Simron is iron (ferrous gluconate) in a dramatically different agent* which facilitates iron absorption. 
Eliminates cause of iron intolerance: Simron increases iron absorption in the G.1. tract. That’s why it 
cancels the need for “‘iron overload.” The greater absorption of usable iron virtually eliminates nausea, 
G.I. upset, or black stools. In a series of 40 Simron-treated patients,! only one reported side effects. 
Patients who “can’t take iron’’— now can: Simron is preferred wherever iron is indicated. Especially 
useful in patients who can’t tolerate other iron therapies—for example, gravida, duodenal ulcer, colitis 
—where gastric upset is discomforting and black stools may mask a serious condition. 

Prescribe one capsule t.i.d. between meals. In bottles of 100 soft, gelatin capsules, containing 10 mg. 


ferrous gluconate and Sacagen. *sacagen—special absorption agent. 
Trademarks: ‘Simron,’ “Sacagen’ 


1, Ausman, D. C.: J. Am. 
Geriatric Soc. 7:268, 1959. 
THE WM. S. MERRELL COMPANY 
New York ¢ Cincinnati * St. Thomas, Ontario 
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D ramam i n e* ... the classic drug for vertigo 


brand of dimenhydrinate 


caused by labyrinthine disturbance. 


Each scored, yellow tablet contains 50 mg. 
of dimenhydrinate, U.S.P. 
Average dose: 1 or 2 tablets 3 or 4 times daily. 


Dramamine is available in 4 dosage forms: 
Tablets, Liquid, Supposicones® and Ampuls. 


also available for vertigo with anxiety and depression 


Dramamine-D°* 


dimenhydrinate with d-amphetamine sulfate 


controls symptoms ...improves mood 
Average dose: 1 tablet 2 or 3 times daily. 
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The American Academy of General Practice is a 
national association of physicians engaged in the general 
practice of medicine and surgery. It is dedicated to the 
belief that general practice is the keystone of American 
medicine, and to the iction that ing study is 


the basis of sound general practice. It is the role of GP, 
official publication of the Academy, to provide constantly 
the best postgraduate literature in all phases of general 
practice in its scientific section. In other regular depart- 
ments it carries articles and official reports pertinent to 
the work of the Academy’s 15 standing committees. 


GP is published monthly by the American Academy of 
General Practice. Materials for publication should be 
addressed to the Editorial and Business Offices: Volker 
Boulevard at Brookside, Kansas City 12, Missouri, 
Publication Office (printer): 350 East 22nd Street, Chi- 
cago 16, Illinois. One dollar a copy. By subscription: 
$5 a year to members of the American Academy of Gen- 
eral Practice; $10 a year to others in U.S.A.; $12 in 
Canada; $14 in other foreign countries. Second class 
postage paid at Kansas City, Missouri, and at addi- 
tional mailing offices. Printed in U.S.A. by R. R. 
Donnelley & Sons Company at The Lakeside Press, 
Chicago. Copyright 1960 by the American Academy of 
General Practice. 
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Anxiety and the Normal Heart 


O. Spurgeon English, M.D. 


Cardiac symptoms in patients with normal hearts can be effectively 
treated by psychotherapy. This article tells how. 


Nonoperative Biliary Tract Roentgenography 
John J. Lang, M.D. 


The author gives a comprehensive review of the diagnostic value of 
various types of roentgenography of the gallbladder and ducts. 


Antigen-Antibody Reactions in Obstetrics 
Bernard Pirofsky, M.D. 


This article reviews basic immunohematologic events that are im- 
portant in the field of obstetrics. An explanation is given for certain 
incompatibilities, as well as other immunologic reactions. 


The Dangers of Sedation in Pulmonary Disease . 
Elliott J. Howard, M.D. 


Sedation in the patient with pulmonary disease may be dangerous. 
It should be used cautiously. 


Practical Therapeutics: 


Symposium on the Diagnosis and Management of 
Early Cancer 


Walter E. O’Donnell, M.D.,° Louis Venet, M.D. and Emerson 
Day, M.D., editors 


In this issue, the Practical Therapeutics series is composed of a 
group of short articles on the early detection of cancer in various 
parts of the body, showing how cancer detection can be made an 
office procedure. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Surgical Correction of Salivary Fistula. HOWARD 
C. BARON, M.D. The diagnosis and treatment of 
“the lacerated parotid duct syndrome”’ is dis- 
cussed. Included are surgical pointers on deal- 
ing with this debilitating problem. 


Psychopharmacology Reappraised. CHARLES E. 
GOSHEN, M.D. A careful reevaluation of drugs 
used as psychotherapeutic agents is given in this 
article. 


Deleterious Effects of Sunlight on the Skin and 
Their Prevention. S. WILLIAM BECKER, JR., 
M.D. Sunshine is a false god. It can cause con- 
siderable damage to the skin of the uninitiated. 


Surgical Treatment for Peripheral Arterial 
Disease. W. ANDREW DALE, M.D. Surgical 
treatment for peripheral arterial disease is 
highly successful in properly selected cases if 
the correct procedure is chosen as indicated in 
this article. 


Atrial Flutter: Its Incidence and Results of 
Therapy with Digitalis. IRWIN NyYDICK, M.D. 
AND E. HuGH LUCKEY, M.D. Atrial flutter, 
which is usually seen in elderly patients with 
heart disease, can be treated effectively with 
digitalis in over 50 per cent of patients. 


The Prodromal Syndrome of Myocardial Infarc- 
tion. WALTER NEWMAN, M.D. This is a special 
group of patients who have not actually de- 
veloped myocardial infarction, but yet have 
more symptoms than occur with coronary artery 
insufficiency. 


Ototoxicity of Certain Antibiotic Drugs. JOHN B. 
GREGG, M.D. AND DEAN M. LIERLE, M.D. 
Several members of the broad spectrum group of 
antibiotics are shown to have definite and severe 
injurious effects upon the structures of the inner 
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nutritional 


NEARER ... in caloric distribution of protein, fat and carbohydrate 
NEARER ... in vitamin pattern (vitamin D added in accordance 
with NRC recommendations) 

NEARER ... in osmolar load 

ENFAMIL IS ALMOST IDENTICAL to mother’s milk in... 

e ratio of unsaturated to saturated fatty acids 

e absence of measurable curd tension ... enhances digestibility 
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Publisher’s Memo 


PUBLISHER A Letter and an Apology 
Mac F. Cahal 
ntlemen: 

PUBLICATION COMMITTEE The “Publisher's Memo” which appeared over the 
Daniel M. Rogers, M.D., Chairman initials of Mr. Mac F. Cahal on page five of your Decem- 
Marjorie E. Conrad, M.D. ber 1959 issue attacked the Saturday Review and its Science 

1 A. Garlan, M.D Editor, Mr. John Lear, without justification, for the publi- 
Samuel A. ae cation of an article entitled, “The Case of the Substituted 
John C. Ely, M.D. Drug.” 
Charles G. Bryant, M.D. The contained 

i .D. . . . yesterday’s magazine of merit is now blatantly for 

a oo hire.” This statement was unsupported by any material in 
EDITORIAL STAFF 


ASSISTANT PUBLISHER 
M. G. Hermetet 


PRODUCTION MANAGER 


: : the Saturday Review and to Mr. Lear. 
Arthur C. DeGraff, m.p., ayemeye edical Edito Mr. Lear was accused of “displaying gross ignorance... 
Edmund H. Reppert, M.D., Assistant noes ewer of clinical medicine and pharmacology,” engaging in “‘pure 
Walter H. Kemp, Managing Editor sneationglien” and “posing as... an authority on clinical 
research.” 
Mr. Lear is the recipient of the Sigma Delta Chi Award 
Howard C. Baron, M.D. (For Surgery) for Distinguished Public Service, the Westinghouse Award 
John C. Rose, M.p. (For Medicine) of the American Association for the Advancement of Sci- 
Sol Katz, M.D. ence and the Albert Lasker Award for Reporting on Medi- 
ee cal Research and Public Health. By these tokens his 
Leonard Berman, M.D. peers have judged him a competent interpreter of scientific 
Benedict J. Duffy, Jr., M.D. laymen. He bes te be 
het : anything else. He has remin is readers repeatedly that 
ee Aeetetente he is not a physician. In “The Case of the Substituted 
Cleo Norris Drug,” which your Memo attacked specifically, he plainly 
Lois Lamme stated: ‘‘All that is under discussion . . . here . . . is the 
Marilyn Benson burden imposed on doctors by . . . drug . . . advertising.” 
: Advertising is a significant aspect of modern journalism, 
Jane Weintraub a matter of public concern, and entirely within Mr. Lear’s 
Medical Art professional competence. 
= . . The Saturday Review and Mr. Lear have been expressing 
Philip C. Johnson, M edical Art Editor their honest convictions with respect to what they feel is 
Biagio Melloni, Assistant a serious medical problem. Surely you must have observed 
that the materials developed by Mr. Lear are now under 
detailed study by the Sub-Committee on Antitrust and 
Monopoly of the Committee on the Judiciary of the 
United States Senate under the chairmanship of Senator 
Estes Kefauver. 


F. Roy Anderson It would appear that some responsible medical author- 
ities agree with Mr. Lear’s basic contention that drug 
ADVERTISING ads have helped to mislead doctors. Commenting on Sig- 


mamycin, one of the first drugs whose advertising was 

ee criticized by Mr. Lear, the New England Journal of Medi- 
ment Way, Rutherford, New Jersey ; cine in its issue of February 4, 1960 (Volume 262, No. 5) 
Richard F. Knott, Midwest Representative said 


7530 North Sheridan Road, Chicago 26, Illinois 


Dillenbeck-Galavan, Inc., Western Representatives 
266 South Alexandria Avenue, Los Angeles 4, California 


“Apparently the promotion of the product was much 
more successful than the attempts of a number of 
authorities in the field to point out its defects through 
— reports and editorials in leading medical jour- 
n s ” 


Dale Wharton, Advertising Promotion Manager 


COMPTROLLER 
Norman P. Allen 


Incidentally, your Memo stated, also gratuitously, that 
“. .. the Saturday Review is not doing well.’’ This damag- 
ing statement is false. It could have been checked in 
publicly available reports. 


ee Very truly yours 
J. R. CoMINsky, Publisher 
The Saturday Review 


Articles for publication and all related correspondence and materials 
should be addressed to the Editorial Department, GP Magazine, 
Volker Boulevard at Brookside, Kansas City 12, Missouri. 


We do not agree with what was said in Mr. Lear’s article, 
though we will defend, etc., etc., Mr. Lear’s right to say it 
and the SATURDAY REVIEW’s right to publish it. The use 
of the word “‘hire”’ was unfortunate. This is an unfair calumny 
G of a distinguished magazine and for it we apologize. 

Ps May 1960 5 —M.F.C. 
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EXECUTIVE DIRECTOR’S 


Newsletter 


MAY, 1960 


SIGNIFICANT EVENTS 


Forand-T ype Bill 
Bandwagon Rolls 


AMA Viewpoints 
Widely Televised 


New Bill Would 
Subsidize States 


> Although the House Ways and Means Committee, voting 17-8 
tried to bu the Forand compulso health insurance bill 


it's being regularly exhumed by a collection of candidates 


seeking the "Senior citizen" vote. In related areas, the 
committee also voted to (1) drop the age-—50 disability 


payments requirement and (2) drag all physicians under the 
compulsory social security umbrella. 


Replying to the AFL-CIO attack on the AMA and the Eisen— 
hower administration, Senate Republican Leader Everett M. 
Dirksen said that the union's Forand bill testimony included 


"gratuitous slurs," "stinking statements" and "invidious 
..-insane charges" that constitute "an absolute disservice 


to the country." The AFL-CIO had earlier called the admin— 
istration's “shameful surrender" to insurance companies and 
the AMA "an outright betrayal...of America's 16 million 
elder citizens." 


> Appearing on the early morning Garroway television program 
two weeks ago, AMA Spokesman Ernest B. Howard said that the 


AMA wants to help the needy aged but opposes Federal "hand— 
outs" to millions who may prefer to help themselves. A day 
earlier, on the same program, Forand found himself without 
satisfactory answers to penetrating questions posed by 
NBC's Martin Agronsky. The program reaches 6.2 million 
viewers. 


> An alternate plan, recently introduced by eight Republican 
senators, would provide states with Federal grants totaling 


$480 million a year to subsidize health insurance for people 
over 65. The states themselves would contribute $640 
million a year. Insurance industry representatives have 
pointed out that the $13—a-month premium provided in the 
new bill would give worthwhile health insurance coverage to 
senior citizens. 

Industry spokesmen added that the so-called "senior citi- 
zen policies" are extremely popular. One company reported 
more than a million policyholders in the over—age-65 
bracket. 

Discussing the Forand bill, Senate Democratic Leader 
Lyndon Johnson said that in the "unlikely event the bill 
should reach the Senate this session," he will "review it 
carefully" in the light of his "consistent opposition to 
the socialization of the medical profession." 


es 
| 
~ 


Executive Director's 
Newsletter 


Dirksen Blasts 
Kefauver Tactics 


Treasury Seeks 
To Modify HR 10 


New Plan to 
Be Announced 


> Senator Dirksen, a nonpresidential candidate in a sancti- 
monious moog, joined Sen. Roman L. Hruska (R-Neb.) in 


terming the Kefauver drug industry investigation an unfair 
inguisition. Both declared that with one exception, every 


physician witness called has been "a known antagonist of the 
drug industry." Pointing to unsolicited letters defending 
the drug industry, the two senators said that the Kefauver- 
style investigation may cause undeserved and irreparable 
damage. Kefauver replied that the two Republicans were 
trying to "whitewash" the investigation. Dirksen countered 
by saying that he would object to "all and any distortions" 
uttered by witnesses against the drug industry. 


> Widespread interest in HR 10, a bill that would let self- 
employed persons establish tax-deferred retirement income 


plans, has prompted the Treasury Department to come out 
with a proposal of its own. Those who have tracked HR 10 


through the legislative wilderness realize that Treasury 
opposition has been based largely on the fear and anticipa- 
tion of reduced tax revenues. 

The department now hints that it might go along with a 
plan that would permit self-employed persons to establish 


retirement income programs for themselves and their 
employees. Such programs, the Treasury insists, must not 


be discriminatory in favor of the owner as compared with 
his employees. 

The Treasury plan, though complicated, may represent a 
sensible compromise. It will be discussed here in detail 
as soon as more information is available. 


>» Details of the new American Academy of General Practice 
Retirement Plan will probably be mailed to members within 
60 days. The plan, officially endorsed by the Congress of 
Delegates at the Philadelphia Assembly, combines a guaran- 
teed annual income feature with a mutual fund investment 
progran. 

The mutual fund portion of the plan will be available to 
members, their families and employees in states where 
registration has been authorized by the state securities 
commission. The annuity or guaranteed income portion will 
be available to members only in all states. 


—M.F.C. 
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The National Opinion Research Center reports 
that spending for drugs and medication has risen 
about 10 per cent since 1953-54. For hospital 
bills, the rise is 34 per cent and for doctors’ bills, 
18 per cent. 


Past AMA President Elmer Hess will head a med- 
ical “Nixon for President’”’ committee. Dr. Hess 
served in a similar capacity for President Eisen- 
hower’s campaign. 


A study of 1,200 coronary 
patients in industry has 
shown that heavy labor 
has been so largely elimi- 
nated from American in- 
dustry that “work breaks” 
may soon be needed to 
keep workers physically 
fit. The study was con- 
ducted by the Work Clas- 
sification Clinic of the 
Cleveland Area Heart As- 
sociation. 


Aging, chronically ill veterans are seriously over- 
crowding VA hospitals. The American Legion has 
proposed building convalescent cottages for such 
patients on the hospital grounds. 


Half the children under 5 years of age have not 
been immunized against polio. 


American Druggist magazine reports that of the 
5,000 new prescription products introduced in the 
last ten years, 3,100 have already been replaced 
by better products. 


DuPont has developed a new antifreeze, antirust 
coolant which need never be drained. When 
mixed with ordinary water, the blend of chemi- 
cal ingredients protects all metal surfaces against 
corrosion, will last the life of the car. 
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* Quantum Sufficit 


In eight years, hospital care may cost an average 
of $50 a day per person. AHA official Hiram Sib- 
ley says that the rapid explosion of medical 
science is partly responsible. 


The USPHS has recommended a speed-up in the 
river antipollution program, advising that within 
20 years some areas may be drinking water that 
has been reused many times. 


The Illinois State Medical Society and the Illinois 
Agricultural Association have established a Joint 
Medical Student Loan Fund. Borrowers agree to 
practice in a community of 5,000 or less for five 
years after graduation. 


In its first formal opinion, the World Health Or- 
ganization has belatedly pointed out that ciga- 
rette smoking is a major cause of lung cancer. 


The manufacturer gets about 52 per cent of each 
dollar spent for medicine at the retail level, the 
wholesaler, 15 per cent, and the retail druggist, 
33 per cent. 


Three per cent of the U.S. work force is addicted 
to alcohol, says Dr. Harrison M. Trice of Cornell. 
There is also a “‘noticeable amount”’ of alcoholism 
among executives. 


The National Foundation is seeking land in San 
Diego for a projected research institute of in- 
ternational scope to tackle all diseases of man- 
kind. 


Patients at Long Beach 
(Calif.) Community Hos- 
pital now view free out- 
door movies from indoors. 
The hospital officials think 
that more hospitals should 
be built next to drive-in 
theaters. 
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greater unsurpassed G.I. sustained extra-day protection 
activity toleration peak action against relapse 


NOW...THE EXTRA BENEFITS OF BROAD-SPECTRUM 


® 


CLOMYCIN 


Demethylichiortetracycline Lederie 


a 75 mg./5 cc. tsp., in 2 fl. 
IN THE NEW, teeny R oz. bottle—3-6 mg. per Ib. 
CHERRY-FLAVORED daily in four divided doses 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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Quantum Sufficit 


The American Hospital Association reports that 
some 150,000 teenagers serve as volunteers in ap- 
proximately 5,500 hospitals. Their duties range 
from counting linen to feeding patients. 


Medical claims in Prentice Hall’s advertising of 
How to Live 365 Days a Year, written by Dr. John 
A. Schindler, have been toned down by the FTC. 
The advertising claimed the book’s methods ef- 
fective in treating cancer, diabetes and other 
ailments. 


Using a British-developed 
electronic thermometer, a 
hospital nurse can check 
patients’ temperatures 
while sitting in her office 
and flicking switches. Con- 
sisting chiefly of a probe 
whose electrical resistance 
changes when heat is ap- 
plied, the device can be 
strapped to a patient, con- 
nected by wires to a cen- 
tral reading point where 
resistance is measured, 
temperature indicated on 
a dial. 


Of all the Communist satellite countries, East 
Germany is having the most difficulty enforcing 
state medicine. The escape of 3,300 physicians, 
dentists and veterinarians to the West eased the 
crackdown for fear of accelerating loss of needed 
professional people through the Berlin route. 


A lighter, portable electronic lung to replace the 
iron lung has been perfected in England. It has 
built-in batteries from which its transistorized 
circuit will run up to 20 hours without recharg- 
ing. A patient in the new lung can be moved from 
hospital to hospital or by air between continents 
without difficulty. 
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The American Pharmaceutical Association re- 
ports the number of prescriptions filled annually 
has increased more than threefold since 1940. 


No American president has 
been born in a hospital. 
Even the two youthful 
presidential hopefuls, Nix- 
on and Kennedy, were 
born at home. 


Prudential is working on plans to enable persons 
insured under its group health insurance con- 
tracts to continue their coverage after retirement. 


The Administration’s plan to set up a voluntary 
medical care program for the aged has been la- 
beled a “cruel hoax’”’ by Representatives Celler 
and Moulter (D.—N. Y.). Senator McNamara 
(D.—Mich.) says the AMA is using the “scare 
word” socialized medicine against a rival, broader 
Democratic plan. 


Major medical expense insurance, introduced na- 
tionally nine years ago, is increasing at a faster 
rate than any other type of health insurance. The 
number of persons with health insurance nearly 
doubled from 1949 to 1958, whereas benefit pay- 
ments increased nearly fivefold. 


A survey on types of employment engaged in dur- 
ing undergraduate medical education indicated 
that 35 per cent of the reporting students from 
the 1959 class had been paid clinical externs. 
Twenty-three per cent were laboratory techni- 
cians and 12 per cent had done research in the 
medical school. 


Nigerian witch doctors are 
now willing to treat their 
patients with aspirin, along 
with the appropriate 
mumbo-jumbo. 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smooth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in two or three days. She 
eats well, sleeps well and soon returns to 
her normal activities. 
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Balances the mood — no “seesaw” effect of 
amphetamine-barbiturates and energizers. While 
amphetamines and energizers may stimulate the 
patient — they often aggravate anxiety and 
tension. And although amphetamine-barbiturate 
combinations may counteract excessive stimula- 
tion — they often deepen depression. 


In contrast to such “seesaw” effects, Deprol lifts 
depression as it calms anxiety — both at the same 
time. 

Acts swiftly — the patient often feels better, sleeps 
better, within two or three days. Unlike the delayed 
action of most other antidepressant drugs, which 
may take two to six weeks to bring results, Deprol 
relieves the patient quickly — often within two or 
three days. 


Acts safely — no danger of liver damage. Deprol 
does not produce liver damage, hypotension, psy- 
chotic reactions or changes in sexual function — 
frequently reported with other antidepressant 
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K. and Ewing, H. 135 patients): Deprol in depressive conditions. Dis. 
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Patients): Use of Deprol (mep d with benactyzine hydro- 
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Columbia 28:438, Aug. 1959. 10. Settel, E. (52 patients): Treatment of 
depression in the elderly with a meprobamate-benactyzine hydrochloride 
combination (Deprol). Antibiotic Med. & Clin. Therapy 7:28, Jan. 1960. 
11. Splitter, S. R. (84 patients): The care of the anxious and the depressed. 
Submitted for publication, 1959. 


calms 


Smooth, balanced action lifts 
depression as it calms anxiety... 
rapidly and safely 


CUMULATIVE ULTIMATE 
IMPROVEMENT 


RECOVERY 
WITH DEPROL 
76.5% 


‘DEPROL vs. PLACEBO > 
(CROSS-OVER TECHNIC)t | 


SWITCHED TO 
PLACEBO 


SWITCHED TO 
DEPROL 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, 
this may be gradually increased up to 3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochlo- 
ride (benactyzine HCl) and 400 mg. meprobamate. 


Supplied: Bottles of 50 light-pink, scored tablets. Write for 
literature and samples. 


WW) WALLACE LABORATORIES / New Brunswick, N. J. 


| 
PLACEBO 
tRef.:McCiure et al. (Am. Pract. & Digest Treat. 10:1525, Sept. 1959) 
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“Examine your armamentarium! It’s not comy te 
without “BABY SILICARE’ for diaper dermatit ;” 


Medicated Baby Silicare Powder and Lotion can help you in the 
management of even the most difficult cases of diaper 


dermatitis. Superior clinical effectiveness of both ® 
Powder and Lotion is well documented B ab 
in the literature.':23 They are routine on obstetric and 


pediatric services of many leading hospitals. 
Patient acceptance-is high. Why not use Baby Silicare Powder and 
Lotion for prevention and treatment of diaper dermatitis? 


1. Kaessler, H. W.: Arch. Ped. 74:47 (Feb.) 1957. 2. Kahan, H. ef ol.: Arch. Ped. 73:125 (Apr.) 1956. 
3. Editorial: J.A.M.A. 165:254 (Sept. 21) 1957. 
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4Silicare active ingredients: 


glyoxyl diureide 
dimethylpolysiloxane 
hexachlorophene 
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“Had my will made out today. 
My brain, heart and lungs go to the medical center 
and my bones to an old and faithful friend.” 
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A Century of 
Service to Medicine 


* Trademark 


rapid remission of bacterial diarrhea 


For superior adsorbent action, POLYMAGMA contains Claysorb which is five times more 
adsorbent than kaolin. The two antibiotics in POLYMAGMA—polymyxin and dihydro- 
streptomycin—provide synergistic bactericidal action against common enteric patho- 


gens to help restore normal intestinal function. 


POLYMAGMA is unusually safe as systemic absorption of oral polymyxin and dihydro- 
streptomycin is negligible. 

New in vitro studyt shows Claysorb is 98-99% effective in adsorbing human enteric 
viruses Coxsackie, ECHO and poliomyelitis, types 1,2,3. Adsorption is immediate and 
constant over a wide range of pH and temperature. 


Supplied: Bottles of 8 fi. oz. Wyeth Laboratories Philadelphia 1, Pa. 
tBartell, P., Pierzchala, W., and Tint, H.: J. Am. Pharm. A. (Sc. Ed.) 49:1 (Jan.) 1960. 


POLYMAGMA 


Polymyxin B Sulfate, Dihydrostreptomycin Sulfate, and Pectin with Claysorb* (Activated Attapulgite, Wyeth) in Alumina Gel, Wyeth 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


More Herpes 


Dear Sirs: 

In the January GP, Dr. J. H. Nagler expressed his 
opinion that herpes, both simplex and zoster, rank 
among the ten most common skin diseases. 

Dr. E. C. Fox, commenting in “Yours Truly” of 
the same issue, concluded out of different statistics 
that herpes, although frequently seen, apparently is 
not seen with the frequency of other diseases. 

May I add some facts to that discussion. 

If general practitioners keep statistical records of 
case incidents for a long enough time, they will con- 
firm the old adage—frequent diseases are really fre- 
quent and rare ones rare indeed. Statistics show 
more and more that compared with the many thou- 
sands of known diseases very few diseases, syndromes 
and conditions are regularly encountered. Regularly 
means occurring in a ratio of 1:1,000 and more. 

Under this definition, not more than 300 classifica- 
tions are found regularly in Western Central Europe. 
United States figures, as far as comparable, are show- 
ing a similar spectrum. 

Among the diagnoses and classifications regularly 
seen in an ‘“‘average”’ general practice only 20 “‘der- 
matologic” diagnoses are found. Herpes simplex and 
zoster are steadily keeping a place among the ten 
most common ones. By adding surgical diagnoses as 
lacerations and boils you could depress the rank- 
ings of both herpes in the general dermatologic def- 
inition. You could depress them further by including 
eczema and fungus infection cases. 

Both herpes are nevertheless regularly seen and 
are taking their place not only among the most com- 
mon skin diseases, but among the commonest classi- 
fications in general practice. This idea is obviously 
what Dr. Nagler wanted to express. He is right. 

Herpes simplex is seen more frequently, but the 
symptom “herpes simplex’’ which so often occurs in 
different febrile states is not measured statistically 
among the case incidents. 
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Detailed figures are given in my monograph, “‘Die 
gezielte Diagnostik in der Praxis” (Aimed Diagnos- 
tics in General Practice), Schattauer publication, 
Stuttgart 1957, West Germany. 

ROBERT N. BRAUN, M.D. 
Brunn an der Wild, Austria 


Cover to Cover 


Dear Sirs: 

In previous correspondence I have informed you of 
my devotion to your magazine. Each month I eagerly 
await its arrival and read it from cover to cover. With 
this in mind and considering this learned and schizo- 
atomic era of 1960, how did Dr. Podolsky’s article 
get into GP? A prostitute is a prostitute—and every 
general practitioner worth his salt knoweth that! ! 
Why not include a GP pin-up girl in our next issue. 

EDWARD K. NORFLEET, M.D. 
Bristow, Okla. 


Yea, verily!— PUBLISHER 


Risk Without Reason 


Dear Sirs: 

I think you should make some reply to the article 
in a recent issue of Look magazine, referring to the 
mistakes the doctors made on the care of a head in- 
jury of a TV star. I think you should point out to 
them that if this man would have had a regular 
family doctor to direct the care of this illness, 90 per 
cent of this dilemma would have been avoided. 

Further, in their reference to the malpractice suits, 
I think you should show them that with these in- 
creased rates of settlement of malpractice suits many 
doctors are hesitating to risk that outside chance to 
save a patient, for fear they might get sued for doing 
a procedure of such a risky nature. 

PARK HUFFMAN, M.D. 
South Whitley, Ind. 
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there’s no juice 


like citrus 


ORANGES 
GRAPEFRUIT 


Florida: 


As a high-potency source of vitamin C, 
citrus juice—fresh, frozen, or canned—is 
unmatched for convenience and economy. 
The table below shows amounts? of other 
fruit juices required to supply the 100 
mg.* of vitamin C in one glass (7-9 fl. oz.) 
of citrus juice. 


citrus 


apple 50 glasses 

grape 9 glasses 
pineapple 3-4 glasses Wii 
prune 50 glasses i 


*Data calculated from: Watt, B. K. et al., U.S. 
Dept. Agric. Handbook No. 8, 1950; and Burger, 
M. et al. Agr. & Food Chem. 4:418, 1956. 


*This is the peak of the 
Recommended Daily 
Allowances for adolescence 
or pregnancy; 150 mg. dur- 
ing lactation; 70-75 mg. for 
normal adults. 
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Yours Truly 


Available for August 


Dear Sirs: 

I am planning to settle in western Washington 
State or northern California after I am discharged 
from the service. I am due for discharge in August. 

I would like any useful information you may have 
on a general practice with particular emphasis on the 
above mentioned locations. 

JAMES D. KUNZMAN, M.D. 
Air Force Hospital Wiesbaden 
Box 284, APO 633, New York, N.Y. 


Captain Kunzman has been advised to contact the 
executive secretaries of both the California and Wash- 
ington chapters concerning practices in those states. 
Anyone knowing of such opportunities should contact 
Dr. Kunzman.— PUBLISHER 


A Must in Canada 


Dear Sirs: 

Since beginning my medical education, I have been 
a constant reader and admirer of GP. I now find that 
I refer to it more frequently than ever. 

I am writing to inquire about subscription rates. 
Can you let me know what they would be for a per- 
son like myself—a fourth year medical student at 
Dalhousie University and a member of the Canadian 
Association of Medical Students and Interns. 

ELISABETH MAYALL 
Halifax, Nova Scotia 


Watching Ivan Practice 


Dear Sirs: 

The article, ““Russian Medical Practice,’’ by Dr. 
Lloyd F. Smith, in the January, 1960 GP was very 
interesting and instructive. Only by hearing the de- 
tails of everyday life can we form a picture about the 
Soviet Union. 

I fully agree with Dr. Smith that only people with 
a background in Russia’s history and literature 
should attempt to evaluate their achievements. 

I hope we see more reports of this type. 

ANDREAS S. AHBEL, M.D. 
Canton, Ohio 


Token of Friendship 


Dear Sirs: 

Enclosed is a $14 check for a GP subscription to 
be sent to Sardarsinh A. Raol, Near Garden Limbdi, 
India. 

This man, a medical practitioner, requested used 
copies of American medical magazines in answer to 
an advertisment placed in a Bombay newspaper by 
a Mr. Carl Miller of St. Paul, Minn. 

Mr. Miller devised this means of offering peace- 
ful friendship to anyone who might care to send a 
letter. He received thousands of requests for various 
types of magazines and passed the letters around to 
his acquaintances. 

I happened to receive this Indian doctor’s letter 
through a mutual friend. As I like to keep my own 
GPs and know of no better magazine, I am happy to 
send him a subscription. 

Eva JANE LARSON, M.D. 
St. Paul, Minn. 


Kansas Inquiry 
Dear Sirs: 

We of the Scandia community were very interested 
in the article in December 1959 Ladies’ Home Journal 
about Dr. Fraser of Colorado. 

We need just such a man here. 

Would it be possible for you to help us contact 
such a doctor. We will cooperate in every way. While 
our immediate town has only six hundred population 
the surrounding territory to be served is large. 

If you could help us we would be so grateful and 
could go into further detail then. 

Mrs. WALTER BOYLES 
Box 97 
Scandia, Kan. 


Good Neighbor Policy 
Dear Sirs: 
Thank you for your prompt and helpful reply to 
my letter. 
It was with regret that I learned that the American 
Academy of General Practice does not have a pro- 
gram to provide financial assistance to individual 
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students who need such aid in order to continue in 
the field of medicine. 

However, it was a great pleasure for me to observe 
the helpful spirit that you demonstrated by supply- 
ing other sources of information, and by supplying 
a photostatic copy of the article, “Medical Student 
© Scholarship and Loan Funds,” from the Journal of 
Medical Education. 

» You have been of great help to me. I can never 
| thank you enough for your consideration, assistance 
| and promptness. 

THOMAS E. WYATT 
Bemis, Tenn. 


Resort Opportunity 
Dear Sirs: 

Do you like hunting, fishing, snow skiing and 
water sports as well as the practice of medicine? 

I need another general practitioner (Academy 
member preferred) to associate with me in the Lake 
Isabella resort area (50 miles east of Bakersfield, 
Calif.) Interest in internal medicine and experience 
in emergency procedures is desirable. 

There is a ten-bed general hospital handling all 
types of medical and surgical cases next door to my 
office. We have many varied accident problems, both 
orthopedic and surgical. Since this area attracts re- 
tired older persons, the medical cases are challenging 
too. 

HENRY L. FULLER, M.D. 
P.O. Box 158 
Wofford Heights, Calif. 


A Special “One” 


Dear Sirs: 

Enclosed is a check for $14 for a one-year subscrip- 
tion to GP which is to be sent overseas. 

I wish to have it sent to Sister Margarita Revilla 
at St. Dominic’s Hospital in Taiwan, Formosa. 

Now starting this hospital, she is without any 
medical magazines and yours is the one my doctor 
boss says he would prefer if he could have only one. 
We hope she will be able to use it to advantage. 

LOUISE FITZPATRICK R.N. 
Sebastopol, Calif. 
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“Stop worrying—at least 
this is better than cancer research!”’ 


Flattering Make-up 


Dear Sirs: . 

The January issue of GP, containing my article, 
“Practical Notes on ‘In Situ Carcinoma’ of the 
Cervix,”’ has just arrived. Let me thank you and ex- 
press my appreciation for the fine editorial set up. 
The reproduction of the color photomicrographs is 
magnificent. The general editorial make-up is superb. 
I have had many articles published in a considerable 
variety of medical and scientific journals. Never have 
I seen editorial production equal to that of GP. 

Originally I sent you a brief simple summary of 
current practical knowledge on the subject. Now that 
it is published, I feel that you have added greatly to 
the educational value and intrinsic merit of my 
article. 

ALVAN G. FORAKER, M.D. 
Jacksonville, Fla. 


Rare Privilege 
Dear Sirs: 

Many thanks for your recent letter and the en- 
closed honorarium. It is indeed a rare privilege to 
have one’s paper published by GP. (‘‘Total Approach 
in Management of the Agitated Senile Patient,”’ De- 
cember, 1959). The treatment that the author re- 
ceives is most unusual and certainly indicates that 
GP is remaining in the foreground of all American 
scientific publications. 

EDWARD SETTEL, M.D. 
Brooklyn, N.Y. 
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The first full-range medication “16: 
a 
for chronic gout and gouty arthritis "6. 
t 
...new 
"17: 
C 
*18: 
P 
provides comprehensive treatment by combining in Average Dose: One tablet three times a 19: 
one convenient dose: day after meals. Literature on method r 
ae of administration and dosage is avail- B 
FLEXI N® Zoxazolaminet: the most potent uricosuric able upon request. 19: 
agent available’ Supplied: TRIURATE is available as a 
Colchicine: time-tested specific for gout—effective >eige, scored tablets, imprinted A 
in? : 3:11, olodny, A. L.: J. Chron. 
aeons which does not interfere with uricosuric Dis. 11:64, 1960. (3) Talbott, J. H. fs 
— Arth. & Rheumat. 2:182, 1959. (4) l 
the triple therapeutic action of TRIURATE provides all Burns, J. J.; Yu, T. F.; Berger, L., and *21-; 
these clinical benefits: N 
* promotes maximum urinary urate excretion in Clinical Practice, Paltvactehan ay 
+ markedly reduces serum uric acid Saunders, 1952, pp. 515-516. (6) Tal- N 
+ relieves chronic pain and discomfort bott, J. H.: J. Bone & Joint Surg. 23: 
lessens frequency and severity of acute attacks pi, in 
* facilitates resorption of existing tophi... 1955. (8) Connor, T. B.; Carey, T. Nu : 
prevents formation of new deposits Davis, T., and Lovice, H.: J. Clin. Invest. 
+ helps restore mobility 38:997, 1959. (9) Reed, E. B.: Unpub- 
+ maintains effectiveness with minimal side effects _—‘'ished data. . GI 
*Trade-mark ‘ U.S. Patent No. 2,890,985 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners 
will have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


MAY 


| *15: Texas chapter, carcinoma in the female, Wichita Falls 
and Tyler, Tex. (6 hrs.) 

*15: Allegheny (Pennsylvania) chapter, office procedures 
and clinical medicine, Hilton Hotel, Pittsburgh, Pa. 
(6 hrs.) 

*16-18: University of Minnesota, course on office psycho- 
therapy, University of Minnesota, Minneapolis. (15 hrs.) 

*16-20: New York University-Bellevue Medical Center, 
course on arthritis and related disorders for the general 
physician, New York City. 

"17: Lima and Allen County chapters Ohio Academy of 
Medicine, recent developments in high altitude and 
space medical research, Shawnee Country Club, Lima, 
Ohio. (1 hr.) 

*18: Ohio State Medical Association, Section on General 
Practice, Public Auditorium, Cleveland. (3 hrs.) 

19: The Thompson, Brumm & Kneeper Clinic, 11th annual 
Dr. F. G. Thompson, Sr. Memorial Lecture, Thompson, 
Brumm & Kneeper Clinic Building, St. Joseph, Mo. 

*19: University of Wisconsin, two-day course on health 
aspects of air pollution, Wisconsin Center Building, 
Madison. (14 hrs.) 

19: Montgomery (Maryland) County Tuberculosis and 
Heart Association, second annual heart symposium, 
National Institute of Health, Bethesda, Md. (7 hrs.) 

21-22: Ingham County (Michigan) Medical Society, 
courses on clinical hypnosis and psychosomatics, Pop- 
lars Motel, East Lansing, Mich. (15 hrs.) 

"21-26: North Carolina chapter and Pediatric Societies of 
North Carolina, South Carolina and Virginia, pediatric 
seminar cruise, T. S. Ariadne. (12 hrs.) 

"22: Texas chapter, carcinoma in the female, Lubbock and 
McKinney, Tex. (6 hrs.) 

23: American Society of Anesthesiologists, graduate course 
in anesthesiology, Sheraton Hotel, Chicago, Ill. (6 hrs.) 

"23-25: University of Oregon, or postgraduate 
course, Portland. (22 hrs.) 
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*23-26: University of Kansas, course on surgery, University 
of Kansas Medical Center, Kansas City, Kan. (28 hrs.) 

*29: Texas chapter, headaches and hypertension, Maud and 
Amarillo, Tex. (6 hrs.) 

*30-3: University of Pennsylvania School of Medicine and 
Children’s Hospital, pediatric advances for pediatricians 
and general practitioners, Children’s Hospital, Phila- 
delphia, Pa. (85 hrs.) 


JUNE 


*1-3: University of Colorado, physical medicine and re- 
habilitation in neuromuscular and medical conditions, 
University Medical Center, Denver. (20 hrs.) 

*2-4: University of Oregon, practical aspects of renal 
disease of infancy and childhood, Portland. (19 hrs.) 
*3-4: Pennsylvania chapter, the vital first trimester, 

Pocono Manor Inn, Pocono Manor, Pa. (2 hrs.) 

*6-10: University of Pennsylvania, course on practical 
pediatric hematology, Graduate Hospital, Philadelphia. 
(30 hrs.) 

*6-18: University of Pennsylvania, course on bronchology, 
esophagology and laryngeal surgery, Graduate Hospital, 
Philadelphia. (60 hrs.) 

*8: University of Oklahoma, course on practical considera- 
tions of neurosurgical problems, University of Oklahoma 
Medical Center, Oklahoma City. (4 hrs.) 

*8: Second District Louisiana chapter, medicine in general 
practice, Hilton Inn, Kenner, La. (1 hr.) 

*11-12: Florida chapter, Arthritis and Rheumatism Foun- 
dation and University of Miami, postgraduate seminar 
in arthritis and related diseases, Diplomat Hotel, 
Holly wood-by-the-Sea, Fla. (8 hrs.) 

(Continued on page 253) 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 17-20, 1961: Miami Beach Auditorium, Miami 
Beach, Fla. 


Annual Symposium on Infectious Diseases 
Sep. 23, 1960: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 24-25, 1960: Hotel Muehlebach, Kansas City, Mo. 
Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
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AT "NOSE-DROP TIME" 


TEARS 
TANTRUMS 


etrahydrozoline hydrochloride 


PEDIATRIC NASAL DROPS* 


Virtually no sting, burn, or rebound congestion 
...no unpleasant taste or odor. TYZINE acts almost 
instantly... requires fewer administrations, its 
effect lasting for hours. Clinically successful in 
95% of 2,576 published cases.'*t 


DOSAGE: Instill in each nostril as needed, not more often than every four hours. 
Infants under 2 years—1 or 2 drops. Children 2 to 6 years—2 or 3 drops. 

NOTE: As with certain other widely used nasal decongestants, overdosage 

may cause drowsiness or deep sleep in infants and young children: 

KEEP OUT OF HANDS OF CHILDREN OF ALL AGES. 


1, Menger, H. C.: New York J. Med. 56:1279, 1956. 2. Pace, W. G.: Mil. Med. 118:34, 1956. 
3. Roberts, J. G.: M. Times 84;1232, 1956, 4. Anderson, H. A.: Antibiotic 

Med. 3:199, 1956. 5. Graves, J.W.: Eye Ear Nose & Throat Month. 34:670, 1955. 

6. Katrana, N, J.: Illinois M, J. 110:19, 1956. 7. Neistadt, I.: A.M. A. Arch. 

Otolaryng. 62:143, 1955. 8. Olson, J. A., and Carlozzi, M.: Eye Ear Nose & Throat 
Month. 35:189, 1956. 9. Parish, F. A.: M. Times 82:917, 1954. 

tThese cases involved use of both 0.1% and 0.05% Tyzine in adults and children. 
*0,05% tetrahydrozoline HCI 


Professional Information Available Upon Request. 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn, N. Y. Science for the world’s well-being™ 
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PERSONALITIES in the Medical News 


Arthur C. DeGraff, M.D. 
President for a Decade 


THE United States Pharmacopeial Convention, 
the parent body responsible for the revision and publication 
of the United States Pharmacopeia, meets decennially 
_ to elect officers, trustees and the General Committee 
on Revision. At its March 29-30 meeting, 
Dr. Arthur C. DeGraff, GP’s medical editor, was elected 
president for the coming decade. Dr. DeGraff has 
previously served as a member of the Revision Committee, 
elected under the general practice category, 
and as chairman of the USP Subcommittee on Seen 
A prominent cardiologist, Dr. DeGraff is a graduate 
of New York University and has been that school’s 
Samuel A. Brown professor of therapeutics since 1932. 
He has had research assignments at Western Reserve 
University, the Woods Hole Marine Biological Laboratory 
and London’s University College. 


Hugh H. Hussey, M.D. 
The 11th Person 


AS THE TALL, slender man was escorted to the podium, 
Academy members attending the Philadelphia 
Congress of Delegates gave him a standing 

ovation. Dr. Hugh H. Hussey, GP’s medical editor 

for nearly nine years, had been elected to honorary 
Academy membership. Nominated by the Publication 
Committee, he is the 11th person to be accorded 

this distinctive honor. Currently dean of Georgetown 
University School of Medicine, Dr. Hussey 

(known to his GP colleagues as H’®) is also a trustee 

of the American Medical Association and serves 

as a member of the National Advisory Council 

of the Student Medical Association. Before his many duties 
as dean and trustee forced him to resign as medical editor, 
Dr. Hussey also served in an advisory capacity 

to the Academy’s Committee on Scientific Assembly. 
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DEPRESSION 
INDUCED 
ANXIETY| 


most commonly encountered in: 


psychosomatic disorders 
chronic diseases 
other organic illnesses 


most commonly expressed by: | 


nervousness 
anorexia 

tension fatigue states 
sadness 

somatic complaints 
insomnia 
apprehensiveness 
irritability 
hypochondria 


most effectively treated with: 
a true antidepressant which § , 
relieves the depression-induced 
anxiety by alleviating § ; 

the depression itself 

i| 

a 

t 

f 

Nar dll 
brand of phenelzine dihydrogen sulfate e 
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a true antidepressant—not a tranquilizer 
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What Price Arrogance? 


THE current predilection of some re-election 
hungry politicians to make a whipping boy of the 
pharmaceutical industry is attracting its inevita- 
ble share of fringe enthusiasts. 

Mr. Mike Gorman, self-styled executive 
director of the National Committee against 
Mental Illness, appeared several weeks ago before 
Mr. Kefauver’s subcommittee. His ‘‘testimony” 
before this group covers over eight closely typed 
pages containing many caustic personal opinions, 
as well as unsupported invectives against the 
ethics of the pharmaceutical industry. 

On being challenged by Senator Dirksen, Mr. 
Gorman was quick with assurances of his respect 
for the industry’s morals, its cooperation on can- 
cer research and its development of psychiatric 
drugs. He insisted that while he does not object 
to industry’s profits, still industry naturally is 
synthesizing new psychiatric compounds for the 
commercial market. He even took time for a couple 
of swipes at N.I.H. for failure to police the in- 
dustry’s research program and as “derelict in the 
field of psychiatric drugs since 1955.” 

We concede that Mr. Gorman, energetically 
vocal in dramatizing his organization’s cause, has 
served some good purpose in increasing govern- 
mental and public concern with mental disease. It 
is unfortunate that the spirit of crusade can so 
easily develop overtones of bias and intolerance. 
How often the tail begins to wag the dog in time, 
and perpetuation of the crusade overshadows the 
objectives for which it was organized! 

We have no quarrel with the Lasser Founda- 
tion which largely supports his one-man crusade 
and which has done much good through grants in 
the fields of science and the humanities. Mike 
Gorman is no doubt an authority on techniques 
for stimulating financial support for such causes 
from federal and private coffers. Whether he is, 
equally, an authority on the morals and motives 
of the drug industry—or even on what is good 
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chemotherapy in psychiatric medicine—is an- 
other question. Certainly in his apparently 
unctuous eagerness to follow the Kefauver line, 
he has destroyed much of what respect we may 
have had for his oft-professed solicitude over the 
mental unfortunates in our population. 


Parkinson’s Second Law 


GP seldom reviews nonmedical books and rarely 
substitutes an editorial for a book review. In order 
not to violate either of these two general policies, 
let’s say that this isn’t really a book review and 
let the reader decide. 

We're referring, less than obliquely, to Profes- 
sor C. Northcote Parkinson’s new book, The Law 
and the Profits. It’s excellent. GP readers will 
especially enjoy the opening paragraphs of the 
first chapter. 

We know, of course, that not all our readers 
wil] scurry to a book store, demanding a copy of 
Parkinson’s latest observations on economics and 
fiscal phenomena. So let us cite a situation and 
hope that it will either (1) make a few people stop 
and think or (2) encourage them to buy and read 
the book. 

Having operated on an apparently well-to-do 
citizen, the surgeon presents his bill—for $4,000. 
The patient points out that in order to pay out 
$4,000, he must earn $44,500 (Uncle Sam pockets 
the difference). The surgeon then reveals that he 
will be able to keep only $800 of the $4,000 fee. 

In short, in order for the surgeon to net $800, 
the patient must earn $44,500. This is, to be sure, 
not an everyday incident but the same principle 
is involved at lower economic levels, e.g., some- 
one else pays a tax on the money you spend after 
you’ve paid your taxes. It’s inexorable and al- 
though we have no proof, we strongly suspect that 
all money, unless hidden in a mattress, eventually 
flows back to Washington for redistribution at 
the discretion of the government. 

But back to our story. Neither the surgeon nor 
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the patient is entirely pleased with the prospect 
of watching $44,500 dwindle to $800—so they 
seek another answer. After a minimum of barter- 
ing, the patient agrees to (1) send the surgeon two 
cases of Scotch and (2) lend him his cabin cruiser 
for a three-week September cruise. 

Let it be clear that GP is not urging the wide- 
spread adoption of such circular and shady ar- 
rangements which can only Jead to much hot 
water for all concerned. Instead, it is our wish 
that more people would take time to study tax 
policies. Professor Parkinson’s book makes this 
an enjoyable pursuit. 


New Trends in 
Postgraduate Medical Education 


THE physician throughout his entire professional 
career continues to be a student. Nothing changes 
more rapidly than medical concepts, diagnostic 
procedures and particularly, therapy. Post- 
graduate education is more important for the 
doctor than for almost any other professional 
man or woman. This is difficult when one must 
consider that the physician has no 40-hour week, 
such as the laborer or mechanic, but is obliged to 
put in what has been estimated conservatively 
about 70 hours a week. His leisure period, if any, 
is often interrupted by emergency calls. It is 
amazing, then, how well physicians are able to 
keep up with advances in medicine. 

Those concerned with postgraduate medical 
training are well aware of these problems. To 
make this educational process easier and better, 
new techniques are being tested. Postgraduate 
courses in medical colleges, hospitals and by local 
and national medical societies have been very 
useful. Magazines such as GP have concen- 
trated on teaching articles to keep the doctor 
up-to-date. 

Recent advances in the field of electronics have 
opened up new fields for exploration as to post- 
graduate potentialities. In recognition of this 
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fact, the American Association of Medical 
Colleges has a standing committee on Audio- 
Visual Electronics. Dr. Frank M. Woolsey, Jr., 
associate dean, Albany Medical College, is chair- 
man. This committee has been very active in 
encouraging experiments in teaching techniques 
in this special field. 

For a number of years recorded heart sounds 
and murmurs have proved valuable as teaching 
aids. Television and motion pictures have been 
helpful in teaching operative techniques. Nation- 
al and local societies are making more and more 
use of tape-recording devices to record panel dis- 
cussions, telephone consultations and actual 
presentations of papers. 

More activity in this field is now imminent. 
Full-length scientific papers (about 30 minutes 
each), recorded on long-playing records, will soon 
be available (one complete record a month) by 
Medical Recordings, Inc. Figures and tables 
which accompany the speech are included in the 
album and the doctor may refer to them as he 
listens to the record. 

Another new service which will be available in 
limited areas about October, 1960, is the Medical 
Radio System of RCA-NBC. Through a mul- 
tiplex FM system it is possible to have a closed 
circuit radio broadcast to subscribing physicians’ 
offices over regular radio facilities. The plan is to 
install an FM multiplex receiver in the doctor’s 
office with an office speaker for the doctor, over 
which he will receive medical programs and a 
waiting-room speaker to send out background 
music when medical programs are not being 
broadcast. 

Three 15-minute programs will be available 
four times a day, six days a week. The medi- 
cal content of the programs and other ques- 
tions of medical policy are controlled by a care- 
fully selected medical board. Dr. Chester S. 
Keefer, president-elect of the American College of 
Physicians, is chairman, and Dr. Cornelius H. 
Traeger, a well-known specialist in arthritis and 
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special consultant to the surgeon general of the 
USPHS is medical editor. If the limited area 
service is successful it is planned to extend the 
service to the entire country. Later,it may also be 
possible to make this service available on a radio 
in the doctor’s automobile. 

The physician, in order to keep abreast, must 
be kept informed about what is new in medical 
practice. He must also review basic science in- 
formation and relate it to medical practice. It is 
hoped that these new methods of postgraduate 
education will make this task easier and more 
pleasant for the physician. It must not be for- 
gotten, however, that the written word in text- 
books and medical journals should always be 
available for ready reference. Studies have 
demonstrated that the use of audioelectronic 
devices has actually been a stimulus to the 
doctor to do more reading. 


The Mongoloid Child 


MONGOLISM occurs once in about every 300 to 
400 births. From 10,000 to 15,000 of these chil- 
dren are born in this country each year. Of these, 
about one-half die before their first birthday, 
many from the associated heart deformity. Mon- 
golism is the most frequent of the recognized 
types of mental deficiency. 

The etiology has been widely discussed. The 
observation that the condition is more frequent 
in older mothers is well established and has led to 
a search for adverse conditions in the prenatal 
environment. A number of these have been de- 
scribed by Ingalls. 

The evidence from studies on twins, however, 
strongly favors a genetic origin. The data have 
been assembled by Macklin. She found that in 
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ten out of 11 pairs of one-egg twins, both were 
mongoloid. On the other hand, there was agree- 
ment in only three out of 39 (8 per cent) pairs of 
two-egg twins. 

In 1959, La Jeune, Gauthier and Turpin dis- 
covered that the cells of mongoloids contain 47 
chromosomes, one more than in normal persons. 
The additional chromosome is an acrochromo- 
some in the smallest size range and is character- 
istic of mongolism. This finding has been con- 
firmed by Jacobs and coworkers. The genetic 
basis for mongolism is therefore fully established. 

The frequency of mongolism and the natural 
concern of the parents make it a fertile field for 
quacks. Unfortunately there is, as yet, no ade- 
quate treatment. Thyroid preparations have had 
an extended trial and their failure to influence 
mental or physical development is well-docu- 
mented. Other hormones also do not have a fa- 
vorable effect. Parents should know that there is 
no specific treatment for mongolism and they 
should be warned against the extravagant claims 
of irresponsible persons. It is cruel to raise false 
hopes when the outlook for improvement in men- 
tal development is hopeless. 

Although specific therapy is lacking, the physi- 
cian can do much to ease the plight of the parents. 
The mongoloid child should receive the same 
amount of attention to his physical health and 
his psychologic needs as his more fortunate peers. 
The parents should be made to feel the doctor’s 
continued interest. By bolstering them in what- 
ever decisions they make about the care of the 
child against the insistent, gratuitous advice of 
relatives and friends, the doctor can be a tower of 
strength on which they can lean. Whether they 
prefer home or institutional care is a decision 
which they and they alone must make. The 
physician may advise but it is a mistake to urge. 
He should support them in whatever course they 
choose. 

—HArRrRY BAKWIN, M.D. 
New York, N.Y. 
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A phenomenon often observed when a child is young and 
dependent upon his mother is fear of losing her love and 
respect. This, and other forms of emotional insecurity in 
everyday life conditions, are the prototype of the so-called 
cardiac neuroses. 
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Anxiety 
and the Normal Heart 


O. SPURGEON ENGLISH, M.D. 


Department of Psychiatry 
Temple University Medical Center 
Philadelphia, Pennsylvania 


Anxiety of a degree to cause cardiac symptoms 
in an individual with a normal heart 

requires treatment, not by cardiac drugs, 

but by psychotherapy. Sedatives 

and tranquilizers are of only temporary benefit. 
Childishness, insecurity, apprehension 

and emotional weakness, as well as conflict 

in family, work or sex life are found to be 

the causes of the patient’s symptoms. 


HEALTHY people are not heart conscious—they 
do not worry about their heart. The healthy, 
young adolescent may run up a hill or participate 
in sports to the point that he becomes conscious 
that his heart beats fast and forcibly, but he 
takes this as an inevitable phenomenon. He is 
aware of it for a few seconds and as it subsides 
he forgets it. 

It is well known, to you particularly, that 
anxiety will affect the rhythm, function and sen- 
sations in the heart and surrounding tissues. 
When this happens a train of events take place 
in the mind of the patient that may grow in 
severity and tax the psychologic understanding 
of the physician. 
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When the heart rate increases, or when the 
rhythm is altered, or unfamiliar sensations occur 
that attract attention to the heart, a morbid 
apprehension is prone to occur because of the 
fear of death. 


Fear of Death Lurks 


People fear infection, pain, mutilation or dis- 
comfort of various sorts. But these fears are 
usually low grade and chronic. However, should 
these fears occur around the heart, there is more 
tendency to experience alarm and morbid pre- 
occupation because the heart is such an important 
organ of life and death. When a fear of death 
enters the picture, the problem for the physician 
becomes much greater. 

It has been pointed out that man’s greatest aim 
is to have pleasure . . . to enjoy his surroundings 
and fellowship. He knows that to have pleasure 
he must continue to live. When the heart works 
properly one lives. When the heart works im- 
properly one may die. The physician who is 
going to be able to relate himself to the morbid 
thinking surrounding heart behavior, and the 
sensations associated with it, must be able to be 
quite comfortable with the ‘death possibility”’ 
in any phenomena which suggests that the heart 
is sick. He must be able to recognize if the faulty 
heart action is the physical result of an emotional 
cause. 

If a person hurts an arm or leg, he normally 
pays much attention to it. He will protect it, 
limit its use, nurse it carefully, give it plenty of 
attention until it is well—and usually he will go 
out of his way to attract attention to it. However 
painful and distressing this may be, he does not 
have that apprehensive preoccupation that this 
particular phenomenon is going to end his life. 
He does not have that cold, awful dread which 
makes him behave irrationally. 

Anxiety is felt when there is a threat of death, 
whether it be psychologic or physical, or both. 
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And behind every anxiety there is an idea. It is 
important to make clearer this meaning of psy- 
chologic death. 


Prototype of Cardiac Neuroses 


When emotional security in the form of love 
and respect is withdrawn, a person tends to lose 
his sense of worth. If this sense of worth dimin- 
ishes sufficiently, it can, theoretically, render 
one to a state of ‘“‘nothingness.’”’ And when one is 
psychologically “‘nothing’”’ one ceases to exist as 
a personality—as an ego. We see this phenome- 
non occurring quite easily when the child is 
young and dependent upon his mother. The loss 
of mother momentarily in a crowded store or the 
loss of mother through an illness can have a very 
distressing effect on the child. He becomes 
“nothing,”” or much the same as nonexistent 
without her and the pain is very hard to bear. We 


A sudden onset of disturbed heart action can throw the car- 
diac cripple into a panic. He anticipates the worst. 
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Anxiety 
and the Normal Heart 


see this phenomenon occurring later in life in 
the homesickness of college students or of those 
who go into service or who are otherwise sepa- 
rated from those they love. We have been too 
prone in the past to underestimate the meaning, 
significance and need for treatment of such con- 
ditions. These everyday life conditions are the 
prototype for the disturbing phenomena of the 
so-called cardiac neuroses. + 

When the patient, either during the night or 
day, has had a sudden onset of disturbed heart 
action or disturbed rhythm with bizarre sensa- 
tions which he cannot explain, he concludes all 
too readily that the heart may totally fail to 
function sometime in the near future. If the 
physician sees this and concludes that the patient 
is not being overly apprehensive, then he is not 
properly gauging the patient’s real feeling or he 
would realize that morbid apprehension is soon 
going to enter the picture. 


Patient Expends Psychic Energy 


As the attacks of disturbed rhythm and un- 
comfortable sensations continue, the anxious pa- 
tient turns a great deal of his psychic energy 
toward his heart and its activity. He sees his 
heart as a diseased organ threatening him with 
death. He may have made up his mind that he 
is a very sick man, and this soon becomes a fixed 
conclusion. He is distrustful of anything his 
physician may say because his relations with 
people prior to the onset of his illness have never 


led him to trust people. Consequently, he con- 
cludes that anything reassuring that is said must 
be based on the physician’s ignorance or on some 
well-intentioned lying. 

This stubborn tendency of the anxious patient 
to draw his own conclusions and stick to them, 
in spite of the readings of scientific instruments 
and their interpretations by trained physicians, 
is very remarkable. The implication of stupidity 
or cupidity on the part of the physician’s clinical 
examination and judgment is likewise note- 
worthy. This is one of the factors of the per- 
sonality which must be worked upon in psycho- 
therapeutic treatment. 

Once anxiety attacks have become recurrent 
and the patient is accustomed to fixing his atten- 
tion on heart function, treatment is not simple. 
The only effective treatment seems to be psycho- 
therapeutic. 

Sedatives or tranquilizing drugs are of only 
temporary or palliative benefit. Emotionally, 
these patients progress rapidly to a very depend- 
ent position. They want to be close to the physi- 
cian or his office. They want to be near a hospital 
and fairly close to family members. These pa- 
tients often become phobic and refuse to go cer- 
tain places unless accompanied by some family 
member or friend. Their condition blots out 
everything else in life and they assume a thwarted 
sense of self-importance. In a sense they stop 
regarding themselves as complete beings. It is too 
much of a mental task to consider their heart 
pains as emotional. 


O. SPURGEON ENGLISH, M.D. is head of the Department of Psychiatry 
at Temple University Medical School and Hospital. He also serves on the 
faculty of the Philadelphia Psychoanalytic Institute, and is a member of the 
American Psychiatric Association and the American Psychoanalytic Asso- 
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Doctor Must Instill New Truths 


Through psychotherapy these patients must 
be helped to see some truths which are completely 
new to them. One is the degree to which they are 
so childlike and dependent on someone to keep 
them as safe, as a child so often feels safe only 
when with mother or father. The patient also 
has to be shown that it is not the physician’s 
stethoscope nor his drugs nor any other piece of 
office equipment that is going to keep him com- 
fortable. He must see that what is lacking is 
psychologic strength and confidence, which he 
must draw from other people until he has enough 
of it himself to enable him to be alone and trust 
his heart and his health. This is not an easy edu- 
cational procedure. The patient wants to keep 
his eyes focused on his heart and to keep the 
attention of the physician focused there also if 
possible. 

He resists looking at his childishness, inse- 
curity, apprehension and his emotional weakness. 
The patient is afraid to look at himself as he is. 
It might not be pleasant and he does not like 
unpleasant things. He really understands very 
little about the security that can be derived from 
a closer trusting relationship with other people. 
And he has to work hard to develop this insight 
before he can accept the reassurance of his 
physician. 

Such patients usually have conflict in their 
family life, work life and sex life which needs 
working out. But dealing with these conflicts 
may not give much help to the anxious cardiac 
patient unless he has gained some insight into 
his most basic distrust of security in relation to 
one or both of his parents. Parents work through 
a child’s emotional and intellectual life in order 
to give him control over bowels and bladder. 
They also bring rhythm into the sleep process. 
Likewise, they bring order into heart action by 
making the child feel so important that he does 
not need to worry about “going to pieces” or 
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Certain heart patients have a stubborn tendency to draw their 
own conclusions about their condition, and to stick to them. 
The physician’s judgment and scientific findings are dis- 
credited. 


having some organ or organ system act in a per- 
verted way. This, of course, is true for the adult 
also and must be shown to him again in context 
with his disturbing heart action. This takes a 
trust on the part of the physician in the power 
of the psychology of the emotions upon body 
physiologic functioning. When the doctor knows 
this power, he can function as the medicine for 
the patient with anxiety concerning his heart. 


85 


res 
t ‘Bes é 
, / 
4 od \ 
of 


Nonoperative Biliary Tract Roentgenography 


JOHN J. LANG, M.D. 


St. Louis, Missouri 


A normal cholecystogram usually indicates 
no gallbladder disease. Also nonvisualization 
of the gallbladder with visualization 

of the biliary ducts almost invariably means 
absence or disease of the gallbladder 

when the intravenous method is used. 

A common bile duct measuring more than 
15 mm. in its greatest diameter strongly suggests 
some degree of obstruction. Many other 
important diagnostic data are also 

included in this informative article. 


MUCH has been written recently on the varia- 
bility of gallbladder visualization with other as 
sociated diseases. Some reports are conflicting 
and confusion may easily occur. However, valu- 
able general principles may be obtained from an 
over-all evaluation of these studies. This report 
reviews biliary tract roentgenography in general, 
with particular emphasis on the practical con- 
clusions of interpretation and on the meaning of 
nonvisualization with nonbiliary diseases. 


Anatomy 


The gallbladder is made up of the fundus, cor- 
pus and infundibulum. It is conical-shaped and 
lies in a fossa on the undersurface of the right 
lobe of the liver. Its length varies from 7 to 10 
em., with a volume of 30 to 35 ec. The under- 
surface is covered by peritoneum, as is the whole 
organ occasionally. It is related primarily to the 
liver, transverse colon, and usually some part of 
the duodenum. 

The gallbladder has three coats: the serous coat, 
derived from the peritoneum; the fibromuscular 
coat, consisting mostly of elastic and fibrous tis- 
sue, but with some longitudinal muscle fibers; 
and the mucosal coat, consisting of columnar 
epithelium continuous with the lining of the entire 
intra- and extrahepatic biliary system. 

The arterial supply is via the cystic artery 
from the hepatic artery. The veins drain directly 
into the liver capillaries and into the portal vein. 
The lymph vessels pass to the hepatic nodes in 
the porta hepatis; those of the common bile duct 
go to these nodes and also to the upper pancre- 
aticoduodenal nodes. There are both sympathetic 
and parasympathetic fibers distributed to the 
wall of the gallbladder and bile ducts, which form 
plexi similar to the enteric plexi. 
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The cystic duct is about 4 cm. Jong and runs 
toward the left from the infundibulum to join the 
hepatic duct, forming the common bile duct. A 
sphincterlike mechanism is present at the junc- 
tion between the infundibulum and the cystic 
duct. The mucous membrane is formed into five to 
12 folds, crescentic in type, called the spiral 
valves of Heister. 

The common bile duct is about 7.5 cm. long, 
and descends in a curve, convex to the left, be- 
hind the superior duodenum, along the right pos- 
terior border of the pancreas (occasionally im- 
bedded completely within the pancreas), joins 
the pancreatic duct, and inserts into the posterior- 
medial aspect of the second portion of the duo- 
denum at the ampulla of Vater, approximately 7 
to 10 em. from the pylorus. The choledochoduo- 
denal junction has associated with it four intrin- 
sic muscles: three annular sheaths surrounding 
the common bile duct, the pancreatic duct, and 
the ampulla (sphincter of Oddi), and some 
oblique muscle bundles which tend to shorten 
the duct and erect the papilla. 


Physiology 


The intraluminal pressure in the common bile 
duct is normally between 8 to 12 cm. of water 
and is dependent on the tone of the sphincter of 
Oddi. When bile is produced by the liver (average 
secretory pressure of 30 to 35 cm. of water), it 
flows into the common bile duct. The tone of the 
sphincter of Oddi rises, causing elevation of the 
intraluminal pressure to 50 to 70 cm. of water, 
which forces the bile into the gallbladder. The 
intraluminal pressure in the gallbladder in its 
resting stage is about 10 cm. of water (i.e., slight- 
ly lower than the common bile duct). 

The presence of fats, acids or partially digested 
proteins in the duodenum stimulate the duodenal 
mucosa to produce the hormone cholecystokinin, 
which causes the gallbladder to contract, raising 
the intraluminal pressure to 20 to 25 cm. of water, 
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FIGURE 1. Normal oral cholecystogram: Note excellent visu- 
alization of cystic duct and proximal common bile duct. 


FIGURE 2. Oral cholecystogram: Good visualization of gall- 
bladder with multiple nonopaque calculi. 
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and forcing bile into the biliary tree and thence 
into the duodenum. In addition, there apparently 
is a reciprocal] relationship between gallbladder 
contraction and opening of the sphincter of Oddi. 
Normally, contraction of the gallbladder does not 
cause reflux into the common hepatic duct. Vari- 
ous drugs may also affect the gallbladder. Adren- 
aline, pitressin, histamine and mecholyl stimu- 
late the smooth muscle of the gallbladder, where- 
as morphine, ergotamine and atropine are in- 
hibitory. 

The functions of the gallbladder include the 
concentration and storage of bile, the secretion of 
mucus to increase the viscosity of the bile, reduc- 
tion of the alkalinity of the bile (preventing the 
precipitation of calcium carbonate), and equali- 
zation of pressure within the biliary system. 

After stimulation, there is a wide range in the 
time and extent of contractions of the gallblad- 
der. Two types of contraction are seen. The first 
is the rhythmic type, involving segments of or 
the entire gallbladder at the rate of two to six per 
minute. There is also the tonic type, lasting up 
to 45 minutes. Evacuation is cyclic. First, and 
most important, there are fairly vigorous rhyth- 
mic contractions, lasting about 45 minutes, 
which decrease the size of the gallbladder 25 to 
50 per cent. Following this is a resting phase of 
60 to 90 minutes. This series of events is repeated, 
and each time the contractions and evacuation 
become less, so that in three to six hours, the gall- 
bladder is about one-sixth its original size. The 
first contractions are usually visible about 15 
minutes after stimulation, but may not occur 
until three hours afterward. These contractions 
involve mosily the upper one-half, but the whole 
gallbladder may be involved. True peristalsis is 
not seen. 


Historic Review 
In 1924 Graham and Cole first visualized the 
gallbladder roentgenographically, using the sodi- 
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um salt of tetrabromophenophthalein intrave- 
nously. Various media were tested, with sodium 
phenoltetraiodophthalein gaining widest accept- 
ance, being used either orally or intravenously. 
Early in the 1940’s iodoalphionic acid (Priodax) 
was introduced, which gave better visualization 
and less side reactions. However, this medium 
interfered with gallbladder emptying. I: 1949, 
ethylproprionic acid (Telepaque, Winthrop) was 
developed. This had the advantages of better 
density, fewer side effects, no interference with 
emptying, and more rapid excretion than Prio- 
dax. In addition, the common bile duct was able 
to be visualized after stimulation of the gall- 
bladder in 50 to 80 per cent of the cases. This has 
in general remained the medium of choice. The 
recent, newer media so far show no advantages 
over it. 

Until approximately five years ago, intrave- 
nous visualization of the gallbladder was unre- 
liable and hazardous, with iodeikon being the 
most widely used medium. About this time 
iodipamide (Cholografin, Squibb) was intro- 
duced. This medium has a high iodine content, 
high stability, rapid excretion (90 per cent by 
the liver), and relatively low incidence of side 
reactions. So far no deaths have been reported 
from its use. The methylglucamine salt is the 
most widely used form. Recently this has been 
combined with urographic medium for simulta- 
neous visualization of both the renal and biliary 
systems. 

In addition to the oral and intravenous meth- 
ods, both rectal and duodenal administration have 
been tried, but their lack of reliability and diffi- 
culty of administration have precluded any signi- 
ficant use. 

Operative and T-tube cholangiography differ 
little from intravenous cholangiography in their 
interpretation. Their value in the operative and 
immediate postoperative evaluation of the bile 
ducts is becoming more widely recognized and 
accepted. 
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Oral Cholecystography 


After the introduction of oral cholecystog- 
raphy, the literature was almost overwhelmed 
with articles. In the following 20 years there 
were 864 articles written on this subject. While 
no actual count has been made, there have been 
at least this many in the past 16 years. 

Oral cholecystography is the best method of 
evaluating gallbladder function, since the me- 
dium must be concentrated by the gallbladder to 
be visualized. The major pitfall is that the medi- 
um must traverse the gastrointestinal, circula- 
tory and hepatobiliary systems before reaching 
the gallbladder, and abnormalities of these can 
influence visualization. Other disadvantages in- 
clude irritation of the gastrointestinal tract, the 
relatively long time required for the examination, 
and the unpredictable visualization of the bile 
ducts, especially when the gallbladder has been 
removed. Advantages are the ease of adminis- 
tration, lack of systemic toxicity, lower cost and 
reliability of results. 

Preparation of the patient is important. Many 
use cleansing enemas, but this is not necessary 
since the medium itself usually causes sufficient 
bowel hypermotility. Much attention has been 
given to the presence of fat in the diet on the day 
preceding the test. In general, the patient should 
have a normal or high-fat meal sometime during 
the previous 24 hours. This acts to empty the 
gallbladder and to prevent a “‘physiologic stasis” 
due to the presence of thick concentrated bile 
from inactivity of the gallbladder. It is usually 
given early in the day and a fat-free meal given 
in the evening. This sequence will insure that the 
gallbladder is not contracting when the medium- 
laden bile arrives. However, the presence of fat 
in the evening meal is not a contraindication to 
the performance of the test. In Curl’s excellent 
article, there was actually a higher percentage of 
Visualization after a high-fat evening meal than 
with a low-fat meal. 
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FIGURE 3. Oral cholecystogram: Poor visualization with mul- 
tiple opaque calculi. Note single calculus in neck of gallbladder. 


FIGURE 4. Normal intravenous cholecystocholangiogram: The 
gallbladder, cystic duct, distal common hepatic duct and the 
entire common bile duct are well visualized. 
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After dinner the patient is given six 0.5-Gm. 
tablets of Telepaque which are taken with water 
five minutes apart. The amount given varies with 
the weight of the patient, with 0.5 Gm. more for 
each 50 pounds of weight over 150 pounds. No 
further fluids are allowed until after the comple- 
tion of the test. 

Normally, Telepaque is present in the gall- 
bladder within two hours, but the best visualiza- 
tion occurs ten to 12 hours after administration. 
A preliminary film should be taken of the gall- 
bladder area, and after determination of the loca- 
tion of the gallbladder, coned-down views should 
be taken in either the standing or lateral decubi- 
tus position in order to demonstrate “Jayering”’ 
of any stones that may be present. Fluoroscopy 
is occasionally useful in the demonstration of 
stones, but this is not generally used. 

After the appropriate films are taken, the pa- 
tient is given a fat meal. Any one of a number of 
commercial products or a cream and egg yolk 
mixture can be used. Some authors take serial 
films up to two hours after this to demonstrate 
emptying, but usually one film taken 30 minutes 
afterward will be adequate. If this latter method 
is used, it should be remembered that failure of 
the gallbladder to decrease in size is not an in- 
dication of abnormal function. The value of this 
“after-fat” film is generally recognized. Small 
stones or other filling defects may be visualized 
on this which cannot be seen on the preliminary 
films, especially with the denser media of today. 


THE NORMAL CHOLECYSTOGRAM 


The preliminary and cone-down films show a 
sharply-outlined gallbladder of adequate density. 
A good rule of thumb is that the gallbladder 
should be as dense as normal bony structures. 
No evidence of opaque calculi or radiolucent fill- 
ing defects is seen in any position. The “‘after- 
fat” film shows the gallbladder to be decreased 
in size from the previous films, with visualization 
of the cystic duct and portion of the common bile 
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duct in about 50 per cent of the cases, and again 
there is no evidence of radiolucent filling defect 
or dilatation. 


THE DISEASED GALLBLADDER 


Disease of the gallbladder is inferred when the 
roentgenologic findings include poor or nonvis- 


_ ualization of the gallbladder and/or the presence 


of calculi. In view of the other causes of nonvis- 
ualization which will be discussed later, this find- 
ing alone should always be rechecked by a repeat 
examination with a double dose of the medium. 
If the double-dose examination of the gallblad- 
der visualizes, this should be taken as the true 
test rather than the original nonvisualized ex- 
amination. 

The reliability of radiologic diagnosis in gall- 
bladder disease is extremely high. Wickbom and 
Rentzling reported a series of 1,340 cases of ab- 
normal cholecystograms, all of which were oper- 
ated on. Of these, only 15 (1.1 per cent) had no 
significant disease related to the gallbladder or 
biliary tree. Of the 728 cases in which stones 
were reported by the radiologist, they were found 
in 725 (99.6 per cent accuracy). The main con- 
clusions reached by these authors were that a 
normal cholecystogram practically always ex- 
cludes disease of the gallbladder, that the diag- 
nosis of stones is almost certainly correct, and 
that nonvisualization or visualization so poor 
that no statement can be made about the pres- 
ence of stones is almost conclusive evidence of 
disease, provided correct technique is used. 

Smith and Ringe, in a review of 200 operated 
cases, found a 97.1 per cent accuracy when dis- 
ease was reported. Whitehouse, in a series of 124 
abnormal cholecystograms, found pathology of 
the gallbladder in 123 (99.2 per cent accuracy). 
In a report by Adams and Stranahan, of 1,104 
operated cases of gallbladder disease, 910 had 
x-ray studies. Of these the correct diagnosis was 
given in 888 (97.6 per cent accuracy). Good re- 
ported a series of 1,180 cholecystograms, in 
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which the diagnosis of gallbladder calculi was 
correct in 99.1 per cent and in which disease of 
the gallbladder was found in 97.2 per cent of 
cases with nonvisualization. Interestingly enough, 
comparing these results with a series of 732 pa- 
tients from 1932, he found no difference in the 
above percentages. This does not mean that there 
has been no improvement in cholecystography 
since 1932, but rather that the gallbladders that 
did not visualize before are now visualizing and 
revealing calculi. It is true, however, that with 
the newer media, there may be normal visualiza- 
tion with cholesterolosis or a moderate degree of 
chronic cholecystitis in some few instances. 

In summary, the definite occurrence of poor or 
nonvisualization and/or the presence of gallblad- 
der calculi is an almost certain indication of gall- 
bladder disease. Conversely, a normal] cholecysto- 
gram almost always excludes disease of the gall- 
bladder. The most common abnormality en- 
countered is nonvisualization (56 per cent), being 
the only abnormality in 45 per cent. 

Papillomas of the gallbladder were reported as 
occurring in 8.5 per cent of one series of 17,000 
cholecystograms. Not all of these were proved, 
and the true incidence is probably around 5 per 
cent or less. They are less than 1 cm. in diameter, 
usually one to three in number, and occur most 
often in otherwise normal gallbladders. On x-ray, 
small rounded defects are seen in the same area on 
multiple views and usually never in the fundus. 
Benign neoplasms, on the other hand, are usually 
in the fundus, rarely multiple, and often have as- 
sociated cholecystographic abnormalities. Sar- 
comas and carcinomas of the gallbladder are 
rare, and usually reveal only nonvisualization. 
Occasionally, an irregular filling defect can be 
seen. Both are frequently associated with stones. 


CAUSES OF NONVISUALIZATION OTHER THAN 
GALLBLADDER DISEASE 


The reported causes range from retention of 
the opaque medium in an esophageal diverticu- 
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FIGURE 5. Intravenous cholecystocholangiogram: Multiple 
nonopaque calculi within gallbladder; common bile duct nor- 
mal, 


FIGURE 6. Intravenous cholecystocholangiogram: 4 mm. non- 
opaque calculus rimmed with calcium in distal common bile 
duct. Common bile duct measures 9 mm. in diameter; good 
visualization of hepatic ducts. Gallbladder not visualized. 
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lum to situs inversus. A list of recognized factors - 


is shown in Table 1. As can be seen, a number of 
causes are concerned with inadequate absorption 
of the medium. Whether pernicious anemia is 
truly a cause or whether there is simply an in- 
creased incidence of gallbladder pathology with 
this disease is not known. Liver function, as far 
as cholecystography is concerned, is best eval- 
uated by the serum bilirubin concentration and 
the bromsulphalein test. In general, a bilirubin 
value greater than 5.0 mg. per cent and a brom- 
sulphalein retention greater than 25 to 30 per 
cent in 45 minutes will result in nonvisualization. 
In acute hepatic diseases such as hepatitis, when 
the liver function tests are returning toward 
normal, even though the values may be higher 
than the above limits, visualization may occur 
and it definitely should when the values go below 
these limits. It is the degree of disease and not 
the type of disease that determines whether 
visualization will occur. The question of other 
abdominal diseases and peritoneal irritation will 
be discussed later. 


Intravenous Cholecystography 
and Cholangiography 


Since the introduction of Cholegrafin, the in- 
travenous method of gallbladder examination has 
gained a great deal of popularity, since it offers a 
reliable method of examination of the biliary 
ducts which was not available with oral methods. 
' In addition, the length of the examination is con- 
siderably shorter than with the ora] method, and 
thus can be used to advantage in abdominal 
emergencies. However, it was soon realized that 
the intravenous method did not replace, but 
rather supplemented, oral cholecystography. This 
method as a general rule will give no information 
regarding the functional capacity of the gall- 
bladder, since it is dense enough to be visualized 
without concentration by the gallbladder. In ad- 
dition, the disadvantages of increased cost and 
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of potentially serious systemic reactions to its 
administration have served to restrict its use to 
selected circumstances. 

Cholegrafin (iodipamide) is used in a 20 per 
cent or a 52 per cent aqueous solution of the di- 
sodium methylglucamine salt, and has an iodine 
content of 64.32 per cent, needing no further con- 
centration to be visible radiographically. After 
intravenous injection, it is carried, bound to the 
plasma proteins, to the liver, where it is excreted 
in the bile. Approximately 90 per cent is excreted 
by the liver, the other 10 per cent being mostly 
excreted via the urine. No adverse effect on 
hepatic or renal function has been demonstrated. 
Visualization of portions of the renal collecting 
system is seen in about 60 per cent, being most 
marked about ten minutes after injection, but 
often persisting up to 30 minutes. It is seen with 
equal frequency in patients with and without 
impaired hepatic function, and so is not an indi- 
cation of hepatic disease. 

Preparation is the same as for the ora] method. 
An intravenous test dose is usually given first, 
and if any reaction occurs, unless severe, anti- 
histamines are given intravenously before the in- 
jection is completed. Many authors prefer to in- 
terrupt the injection and repeat the examination 
the following day, using antihistamine premedi- 
cation. The main injection consists of 40 cc. (two 
ampules) of the 20 per cent solution or 20 ce. of 
the 52 per cent solution, injected over a period 
of five to ten minutes. Most reactions are minor 
and occur in about 10 to 20 per cent of patients, 
consisting of flushing, nausea, vomiting and 
erythematous rash. Rarely more severe ones 0c- 
cur, requiring adrenaline, oxygen, vasopressors 
and other appropriate supportive measures. So far 
no deaths have been reported. Films are routinely 
taken at 20, 40, 60 and 120 minutes after injec- 
tion, with delayed films depending on the radio- 
graphic findings. Known iodine sensitivity and 
hyperthyroidism are contraindications. 

Preoperative evaluation of the bile ducts (es 
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pecially if common duct stones are suspected), 
postcholecystectomy evaluation of the ducts, 
screening procedure in abdominal emergencies 
(especially if gallbladder or pancreatic disease is 
suspected), inability to conduct an ora] exam- 
ination (such as in children) and suspected com- 
mon duct obstructions (intrinsic or extrinsic) are 
considered to be indications for use. Many au- 
thors also use this method routinely when there 
is nonvisualization by the oral method. 


THE NORMAL INTRAVENOUS CHOLANGIOGRAM 


’ The bile ducts are faintly seen as early as ten 
minutes after injection, and are well visualized at 
the 20- or 40-minute examination, often persist- 
ing up to the one- or two-hour film. The gall- 
bladder is faintly seen on the 40- or 60-minute 
examination and is best visualized at the two- 
hour film. A number of authors have noted that 
the terminal portion of the common duct is fre- 
quently not well outlined. If the gallbladder is 
visualized, a fat meal is given after the two-hour 
examination and a film taken 30 minutes later. 


RADIOGRAPHIC INTERPRETATION OF THE 
INTRAVENOUS EXAMINATION 


A normal intravenous examination as de- 
scribed, in association with a normal oral test, es- 
sentially rules out disease of the gallbladder and 
biliary system. Without an oral examination, a 
normal intravenous examination indicates only 
that there is no obstruction within the biliary 
tree or gallbladder. Definite increase in density of 
the gallbladder shadow after the two-hour ex- 
amination, or especially contraction of the gall- 
bladder after the fat meal, would tend to indicate 
that there is also normal gallbladder function. 
With nonvisualization orally, and visualization 
by the intravenous method, the oral result is as- 
sumed to be the test of function. 

Nonvisualization of the gallbladder, associated 
with visualization of the bile ducts, is presump- 
tive evidence of obstruction of the cystic duct or 
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TABLE 1. 


Causes of Nonvisualization 
Other Than Gallbladder Disease 


Removal of the gallbladder 

Anomaly of position 

Opaque medium not taken 

Gallbladder stimulant taken before films 
Physiologic stasis 

Severe liver disease 

Obstruction of hepatic or cystic ducts 

Pyloric obstruction 

Intestinal obstruction 

Small bowel disease 

Pancreatic disease 

Vomiting or diarrhea 

Pernicious anemia (?) 

Lactation (last two trimesters of pregnancy also?) 
Diabetes 

Exophthalmic goiter 

Esophageal diverticulum, achalasia, etc. 

Other abdominal diseases with peritoneal irritation 


absence of the gallbladder. Nonvisualization of 
both the gallbladder and biliary tree is usually 
due to complete obstruction of the: common bile 
duct or due to severe liver disease. As with the 
oral method, serum bilirubin concentration great- 
er than 5.0 mg. per cent and/or bromsulphalein 
retention greater than 30 per cent in 45 minutes 
will usually result in nonvisualization. Occa- 
sionally complete nonvisualization will occur 
with other abdominal diseases (Table 1) or with- 
out evident cause. 

Certain errors in interpretation are peculiar to 
the intravenous method. The density of the 
medium is so great that it occasionally masks 
small radiolucent calculi within the gallbladder. 
The renal excretion of the medium may be quite 
confusing, since the kidney and the gallbladder 
lie in the same area. Bifid renal pelves are es- 
pecially misleading. Occasionally, when the gall- 
bladder still contains bile, the medium-laden bile 
entering will stratify, giving a circular radiolu- 
cency simulating a large calculus or possibly free 
gas within the gallbladder. 

Visualization of the bile ducts is one of the 
main advantages of the intravenous method. By 
this method radiolucent filling defects in the 
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ducts may be seen which constitute presumptive 
evidence of common duct stones. The size of the 
common bile duct can also be determined. This 
has been studied intensively and the values for 
the normal diameter vary with almost every 
report. Wise and coworkers reported a series of 
770 cholangiograms. A common bile duct meas- 
uring less than 6 mm. in its transverse diameter 
was considered normal, and one measuring 
greater than 15 mm. was considered obstructed. 
Values in between these could not definitely be 
assigned to either group although the lower val- 
ues tended to be normal and the higher ones ab- 
normal. Most radiologists are in general agree- 
ment with these results, and also with the opinion 
that the common duct does not undergo a com- 
pensatory dilatation after cholecystectomy, un- 
less common duct stones were previously present. 

Obstruction of the common duct can be diag- 
nosed by other means if its diameter is equivocal. 
There is a time-density relationship observed 
in intravenous cholangiograms, in which a normal 
unobstructed duct shows a decrease in density or 
decrease in the total amount of medium retained 
at the 120-minute examination as compared to 
the 60-minute examination. On the other hand, a 
partially obstructed duct will show an increase in 
density or amount or both. This time-density re- 
lationship does not apply when the gallbladder is 
visualized. In addition, there are other ancillary 
signs, such as loss of normal tapered shape and 
distention of the hepatic biliary radicles. In 
marked cases these may become tortuous and 
blunted (“hydrohepatosis”). The presence of 
common duct stones is also suggestive of ob- 
struction, and is the most common cause, but 
strictures (usually postoperative), fibrosis of the 
sphincter of Oddi, and new growths are among 
other relatively common causes. 

The reliability of the intravenous method is 
fairly high. The gallbladder, as long as it is not 
obstructed or acutely inflamed, will usually vis- 
ualize, and conversely, if obstructed or inflamed, 
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will usually not visualize. As pointed out before, 
visualization itself does not rule out the presence 
of stones or of abnormal] function, but only indi- 
cates patency of the duct system. In Hjorth’s 
series, of 26 patients able to be verified by opera- 
tion, 19 had nonvisualizing gallbladders. Of these, 
one had a cystic duct stone, 13 had chronic 
cholecystitis, and five had concretions in the gall- 
bladder. Of the seven visualized, all were diag- 
nosed as having stones, and at operation all did. 

The common bile duct is visualized in 75 to 90 
per cent of examinations. Beck and coworkers re- 
ported visualization in six out of nine with intact 
gallbladders and in 19 out of 21 with the gall- 
bladders removed. Sklaroff and coworkers re- 
ported visualization in 46 out of 50 patients. The 
accuracy of interpretation after visualization is 
also relatively high. In Hjorth’s series, of 22 cases 
in which pathology was diagnosed and which 
were operated on, abnormalities were found in 21. 
In Glenn and Johnson’s series of 72 operated pa- 
tients, the common duct was interpreted as nor- 
mal in 46 and found to be normal at operation in 
41. Of the remaining five, three had stones and 
two showed dilatation. Of 26 cases in which le- 
sions were diagnosed, 24 showed abnormalities. 
When there is visualization of neither the gall- 
bladder nor common duct, in the absence of acute 
abdominal symptoms, it is usually due to hepatic 
disease or complete obstruction of the common 
duct. Glenn and colleagues report 27 cases of 
complete nonvisualization, 23 of which were ex- 
plained on the basis of the above causes. 

In summary, nonvisualization of the gallblad- 
der with visualization of the biliary ducts almost 
invariably means disease or absence of the gall- 
bladder. However, visualization of the gallblad- 
der does not exclude disease, but only indicates 
patency of the ducts. Dilatation of the common 
bile duct greater than 15 mm. in diameter indi- 
cates some degree of obstruction. The accuracy of 
interpretation of common duct normality or ab- 
normality lies in the range of 90 per cent. 
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Effect of Pancreatitis on Gallbladder Visual- 
ization 

It has long been known that there is some asso- 
ciation between pancreatitis and cholecystitis 
and cholelithiasis. The “common channel” theory 
states that with blockage of the ampulla by a 
biliary calculus, there is reflux of bile into the 
pancreatic duct with resultant inflammation of 
the pancreas. Early cholecystographic studies ap- 
parently confirmed this relation. However, in 
1948 Silvani and McCorkle reported a series of 28 
patients with acute pancreatitis, in whom they 
did intravenous studies during the acute phase of 
the disease. Sixteen of these did not visualize. Of 
these 16, six had repeat examinations after sub- 
sidence of their symptoms which were normal, 
and five others had a grossly normal gallbladder 
at laparotomy. Five patients were not able to be 
followed. None of the patients in the series had 
any evidence of abnormal liver function tests or 
any evidence of jaundice. The studies were con- 
ducted with iodeikon. No definite conclusions 
were drawn. 

These results have been supported by numer- 
ous series since then. Kaden and associates re- 
ported a series of 23 patients with acute pancre- 
atitis in whom gallbladder disease was subse- 
quently excluded. Of these, 11 failed to visualize 
by the oral method. Two patients also had intra- 
venous studies and did not visualize. All studies 
were done within seven days after onset of symp- 
toms. Of seven patients with pancreatitis report- 
ed by Jordan, four failed to visualize after intra- 
venous studies. Of 23 patients with pancreatitis 
reported by Johnson and coworkers, 35 per cent 
did not visualize after Cholegrafin. We can con- 
clude from these studies that the diagnosis of 
cholecystitis in patients with pancreatitis and 
honvisualization of the gallbladder is not valid, 
since a significant number of patients with pan- 
creatitis will also have nonvisualization of an ap- 
parently normal gallbladder. However, it should 
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FIGURE 7. Intravenous cholecystocholangiogram (postchole- 
cystectomy): Partial obstruction of common bile duct, which 
measures 16 mm. in greatest diameter. 


FIGURE 8. Intravenous cholecystocholangiogram: Young fe- 
male with abdominal pain. Common bile duct well visualized 
and normal; gallbladder not visualized. Diagnosis: cholecystitis 
(proved at operation). Note visualization of some of upper 
calyces of right kidney. : 
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be kept in mind that the coexistence of cholecysti- 
tis and pancreatitis is not infrequent. 

These points are important not only in the 
matter of accuracy of diagnosis, but also from a 
practical viewpoint in the management of these 
patients. It is known that, of patients with pan- 
creatitis who undergo cholecystectomy, those 
without gallbladder disease will not be improved 
and may do worse, while those with gallbladder 
disease will be helped in a significant number of 
cases. 

Many reasons have been advanced for the 
cause of this nonvisualization. Undoubtedly with 
the oral method, decreased absorption from the 
gut, due not only to the disease process but also 
due to treatment regimen, plays a major part. 
But the occurrence of nonvisualization by the 
intravenous method indicates that decreased ab- 
sorption is not the only factor involved. Experi- 
mentally it has been shown that ligation of the 
pancreatic duct in dogs will, after a few days, 
prevent intravenous visualization, implying that 
the pancreas itself has some effect on visualiza- 
tion, possibly through control of cholecystic tone. 
Transient alterations in liver function and “‘para- 
lytic ileus” of the gallbladder have also been pro- 
posed as possible explanations. Probably multiple 
factors are involved. The point to remember is 
that nonvisualization can occur from pancreatitis 
alone. 

The above results are important from another 
standpoint—that of differential diagnosis be- 
tween cholecystitis and pancreatitis. This is 
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based on the premise that the acutely inflamed 
gallbladder will fail to visualize, since it ordi- 
narily is obstructed in the region of the cystic 
duct. 

Since the intravenous method circumvents the 
possibility of poor absorption, it is used most 
commonly. In Jordan’s series of 17 patients with 
cholecystitis, nine had no visualization and seven 
had visualization of only the bile ducts. Of seven 
with pancreatitis, four had nonvisualization and 
three visualized both the gallbladder and the bile 
ducts. 

In Johnson’s series, of all the patients in 
whom the bile ducts were visualized (54 per cent 
of 61 patients), those with pancreatitis also vis- 
ualized the gallbladder in 100 per cent, those 
with cholecystitis in 0 per cent. The following 
conclusion can be drawn from the above and 
other studies. With nonvisualization of both the 
gallbladder and the common bile duct, no at- 
tempt at differential diagnosis can be made, since 
both pancreatitis (see above) and cholecystitis can 
cause this (in Hjorth’s series, of 16 patients with 
nonvisualization who were operated on, gallblad- 
der changes alone were found in 14 patients). Vis- 
ualization of both the common bile duct and the 
gallbladder is presumptive evidence of absence of 
acute cholecystic disease, and consequently pan- 
creatitis is the probable diagnosis. Visualization 
of the common bile duct, but not the gallbladder, 
is presumptive evidence of cystic duct obstruc- 
tion, and thus cholecystitis is the probable 
diagnosis. 
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Effect of Other Associated Abdominal 
Inflammations on Gallbladder Visualization 


In 1954 Howard reported on 22 patients who 
had suffered a variety of traumatic injuries. Oral 
examinations showed nonvisualization in all pa- 
tients with intra-abdominal injuries, and of the 
22, only five visualized. Of 13 intravenous tests, 
only two visualized. He postulated that the gall- 
bladder took part in a generalized paralytic ileus, 
with loss of concentrating and emptying powers. 
Later Sparkman and Jernigan reported on 26 
cases, including 20 with injuries, all of whom had 
recent previous operations except for two burn 
cases. Most of the studies were carried out within 
three days with Cholegrafin, and visualization 
was seen in 24 cases, all adequate enough to iden- 
tify the gallbladder. However, visualization ap- 
peared later than in the normal patient. They 
postulated that Howard’s results could be ex- 
plained adequately by decreased absorption and 
altered hepatic function for the oral method, and 
by difference in media for the intravenous method 
(Howard used iodeikon). 

Four years after the introduction of chole- 
cystography, Skinner and colleagues reported 
nonvisualization of the gallbladder in six patients 
with active prepyloric ulceration, all of whom had 
anormal gallbladder at operation. In 30 other pa- 
tients with chronic gastric pathology, including 
some with gastric retention, visualization was 
normal. Other reports in the literature have 
concurred with this finding. Hyperacidity is 
known to cause premature emptying of the gall- 
bladder; this may be a factor here. However, 
Wickbom and Rentzling, in their series of 1,340 
cases of abnormal cholecystograms with opera- 
tion in all, reported 59 cases of duodenal ulcer 
with nonvisualization. At operation 57 had 
stones and the other two had no ulcer (one had 
cholecystitis, the other a normal gallbladder). 
Difference in contrast media may play a part in 
this discrepancy. 
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Further studies on nonvisualization with 
normal gallbladders were done by Sanchez- 
Ubeda and coworkers. They examined 60 patients 
with peritonitis and peritoneal irritation, all of 
whom had normal gallbladders at operation or 
had normal visualization before and/or after 
operation. Of 21 patients with inflammatory 
peritonitis at operation, but with normal gall- 
bladder, liver and pancreas grossly, 15 showed 
abnormal oral visualization and three intravenous 
tests showed no gallbladder function. The exami- 
nations were done as soon as practicable after 
operation. Follow-up examinations every three to 
seven days showed most back to normal by two 
weeks, but one remained abnormal for three 
months. 

Of 20 cases with postoperative ileus, 16 had 
abnormal oral visualization (there were five ab- 
normal intravenous tests also). This persisted in 
most for about three weeks, but again two re- 
mained abnormal for three months. A group of 
eight patients with active duodenal ulcer all had 
abnormal oral visualization, which became 
normal after the acute symptoms subsided. A 
control group of six patients with general anesthe- 
sia and nonabdominal operations showed ab- 
normal visualization in two instances. It was con- 
cluded in this study that the normal gallbladder 
can be affected by peritonitis and peritoneal 
irritation, with both proximity and severity being 
related to the likelihood of malfunction. The con- 
clusions suggested that pancreatitis acts in a sim- 
ilar manner. It was noted that the abnormality 
persisted even after digestive functions had re- 
turned to normal. Transient alteration of liver 
function and a systemic response to an alarm 
reaction were suggested as possible explanations. 

In spite of these conflicting reports, the fact 
remains that in some cases of the above groups of 
patients, nonvisualization did occur with normal 
gallbladders. Inasmuch as cholecystography plays 
an important part in decision for or against oper- 
ation, the patient should be given the benefit of 
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the doubt in these cases and be submitted to a 
re-examination after a suitable interval for con- 
firmation. The saving in time, money and phys- 
ical and mental trauma to the patient may be 
immense. 

In summary, peritonitis and peritoneal irrita- 
tion of all types, surgical and nonsurgical ab- 
dominal trauma, and possibly remote bodily 
trauma may in certain cases cause nonvisualiza- 
tion of a normal gallbladder up to three weeks 
(and occasionally as long as three months) follow- 
ing. Studies done within this latter period which 
are abnormal should be repeated later before 
definite incrimination of the gallbladder as a 
source of disease. 


Summary and Conclusions 


1. The definite occurrence of abnormal visuali- 
zation by oral cholecystography is almost certain 
indication of gallbladder disease, while a normal 
cholecystogram almost certainly excludes gall- 
bladder disease. 

2. Nonvisualization of the gallbladder with 
visualization of the biliary ducts almost invari- 
ably means absence or disease of the gallbladder 


when the intravenous method is used. However, 
visualization of the gallbladder does not exclude 
disease, but only indicates patency of the cystic 
duct and the absence of acute inflammation. 

3. If the common bile duct measures more 
than 15 mm. in its greatest diameter, some 
degree of obstruction is almost undoubtedly pres- 
ent. 

4. The time-density relationship is of value in 
the diagnosis of partial obstruction of the com- 
mon bile duct, especially in those cases in which 
the duct is not definitely enlarged. 

5. Pancreatitis, peritonitis and abdominal 
trauma may cause nonvisualization of a normal 
gallbladder in some cases up to three months 
after onset. Abnormal examinations occurring 
within this time should be repeated before the 
gallbladder is considered diseased. 

6. Intravenous cholecystocholangiography is 
of aid in the differential diagnosis between chole- 
cystitis and pancreatitis when the common bile 
duct visualizes. 


A coupon for ordering an extensive bibliography accom- 
panying this article may be found adjacent to the Index to 
Advertisers. 


Viral Studies of the Eye 


CAMBON AND POLLARD have studied the viral flora 
of the normal conjunctival sac. This information 
would be of value in studying infectious diseases 
of the eye and associated areas. One hundred 
normal people had the conjunctivas of both eyes 
swabbed with a small, sterile cotton applicator 
which was then immediately placed in a sterile 
tube until ready for testing. The first group of 25 
samples was inoculated onto human amrion; the 
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remaining specimens were studied on monkey kid- 
ney epithelium. Examination of the final results 
indicated that no viral agent was recovered from 
any of the 100 specimens. The tissue culture sys- 
tems used were sensitive to herpes virus and to 
adenoviruses. The present study has failed to re- 
veal a masked location for adenovirus in the con- 
junctivas in contrast to what has been demon- 
strated in adenoid tissue. A further search will be 
necessary to trace the source of the adenovirus as- 
sociated with the syndrome of epidemic keratocon- 
junctivitis. (AMA Arch. Ophthal., 62: 562, 1959.) 
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There is considerable confusion 

as to the immunologic events occurring 

in obstetrics, and this is made worse 

by the lack of precise terminology. 

The author clearly defines each category 

and indicates what precautions and tests 

are necessary to prevent serious reactions 

or even death when transfusions are necessary. 


Antigen-Antibody Reactions in Obstetrics 


BERNARD PIROFSKY, 


University of Oregon Medical School 
Portland, Oregon 


THE IMPORTANCE of immunologic events in ob- 
stetrics has been well recognized. Unfortunately, 
the terminology as well as the serologic tech- 
niques used by the immunohematologist have be- 
come so complex that very real advances in this 
field are not generally appreciated or generally 
used. 

This article reviews certain basic immuno- 
hematologic concepts so that they may be easily 
projected into obstetric usage. 


Terminology 


The terminology used in immunohematology 
particularly casts an aura of confusion. Three 
groups of substances are commonly discussed 
and these must be carefully distinguished: (1) 
blood-group substance, (2) blood group, (3) an- 
tibody directed against a blood-group substance. 
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BLOOD-GROUP SUBSTANCE 


The human erythrocyte is unique in the degree 
of immunologic studies which have been done. 
With such studies it has been possible to demon- 
strate various substances which are specific and 
apparently a part of the erythrocyte membrane. 
Exactly when they develop in the maturation of 
the cell is unknown, but they are apparently 
present in the metarubricyte. It is known that 
these substances are not a unique feature of the 
erythrocyte, and that they may be secreted in 
various body fluids, e.g., saliva, gastric juice, 
ovarian cyst fluid, spermatic fluid, etc. 

Unfortunately, little is known about the de- 
tailed make-up of these substances. Only the A 
and B substances have been extensively studied; 
these having been isolated only in an impure 
form. Studies indicate that they are complex 
polysaccharides with a molecular weight of ap- 
proximately 200,000. The importance of these 
substances stems from the fact that they are 
permanent characteristics of the individual, ge- 
netically inherited. As such they have profound 
genetic, legal, pathologic, anthropologic and im- 
munologic implications. The obstetrician is pri- 
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marily concerned with the genetic and im- 
munologic features. The immunologic aspects can 
be briefly summarized. All the blood-group sub- 
stances are antigenic. That is, when the substance 
enters the circulation of an individual in which it 
is foreign, antibodies specifically directed against 
the factor may develop. It should be emphasized 
that all the substances are antigenic, but the de- 
gree to which they stimulate antibody produc- 
tion varies greatly. In general, the strongly anti- 
genic substances are D(Rho), K, c(hr’), and 
E(rh”), and they are frequently of pathologic 
significance. 

An understanding of the genetic background 
of these substances is essential. Accepting the 
fact that the chromosomes of any individual are 
inherited equally from the mother and father, it 
is seen that genes responsible for the specific 
blood-group substances must exist in pairs, simi- 
lar in type, but not necessarily identical. Such 
genes, which are unable to exist together on the 
same chromosome but occupy the same position 
on the corresponding chromosome of the pair, 
are called allelomorphic genes, allelomorphs or 
alleles. This situation can be illustrated with the 
Kell system containing the two blood-group sub- 
stances called K and k. Each chromosome can- 
not contain both substances, but must contain 
one leading to the following four possible com- 
binations: K/K, K/k, k/K, k/k. The first pair 
is described as homozygous for the K factor; the 
second and third pair are heterozygous; the 
fourth pair is homozygous for the k factor. By 
typing with anti-K sera and finding a positive 
reaction, we only know what is present on one 
chromosome. This is the phenotype. By describ- 
ing the results of typing with anti-K and anti-k, 
and thereby describing what is present on both 
chromosomes, the genotype is determined. 


BLOOD GROUP 


With detailed family studies of the inheritance 
of the various blood-group substances, certain 
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patterns have emerged. It has been found that 
various substances are inherited in definite rela- 
tionship to each other. These substances are 
grouped together and the unit is termed a blood 
group. At this time, 12 such public groups are 
known in the general population. In addition, at 
least 11 other groups have been found limited in 
families and are termed private blood groups. 
About 50 blood-group substances have been dem- 
onstrated in the public groups, and more than 15 
blood-group substances can be genetically postu- 
lated if the allelomorphic concept is accepted. A 
summary of the relationship between the blood 
group and the blood-group substances is given 
in Table 1 modified from Dunsford and Bowley: 
Techniques in Blood Grouping, 1955, Springfield, 
Ill., Chas. C Thomas, Page 4. 


ANTIBODIES DIRECTED AGAINST BLOOD-GROUP 
SUBSTANCES 


Insofar as these agents are responsible for the 
clinical picture of hemolytic disease of the new- 
born, as well as transfusion reactions and incom- 
patible cross matches, they are of major interest 
to the obstetrician. A basic understanding of the 
pathologic physiology leading to the production 
of these antibodies, as well as the serologic char- 
acteristics of these antibodies, is essential. Only 
an incomplete understanding is available of 
erythrocyte antibody production in the human. 
A major unknown factor is the ability of an in- 
dividual to produce antibodies. This is highly 
variable. Even using a potent antigen, e.g., the 
D or (Rho) factor, only approximately 90 per 
cent of D (—) individuals will produce anti-D. 

Modification by Diseases. Diseases themselves 
can modify the ability to produce antibodies. The 
agamma-globulinemic individual is poorly, if at 
all, sensitized. On the other hand, individuals 
with systemic lupus erythematosus or acquired 
hemolytic anemia tend to produce antibodies 
easily. The amount of antigen necessary to lead 
to antibody production is also unknown. Certain 
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facts are available: 1 ml. of incompatible blood 
may well be as potent as 1,000 ml. in stimulating 
antibody production. The lower limits are un- 
known and are undoubtedly crucial in the de- 
velopment of hemolytic disease of the newborn. 
Thus, the ABO compatible mother and fetus 
appear to be more likely to develop erythroblas- 
tosis due to anti-D than the incompatible ABO 
pair. The events may be theorized as follows: A 
small number of fetal erythrocytes enter the ma- 
ternal circulation daily. The normal life span of 
the erythrocyte is 120 days. Accordingly, these 
cells containing the foreign antigen survive in the 
maternal circulation in gradually increasing num- 
bers. Eventually, sufficient antigen (blood-group 
substance) is present to stimulate antibody pro- 
duction. If an ABO incompatibility exists, e.g., 
group O mother, group A fetus, the naturally 
occurring anti-A in the mother may lead to de- 
struction of the fetal A cells before sufficient 
numbers are available to stimulate antibody pro- 
duction. Obviously, obstetric complications which 
might permit large numbers of cells to enter the 
circulation can change these relationships. 
Variable Factors. Another variable is the ability 
of the blood-group substances to induce antibody 
formation. Not all of the blood-group substances 
are equally antigenic. The antigenicity, as well 
as the distribution of the blood-group substance, 
determines the importance in leading to hemo- 
lytic disease of the newborn. Thus, the factor e 
(hr’) may be quite antigenic; but because 98 per 
cent of the population have the substance, anti-e 
is quite rare and of little significance to the ob- 
stetrician. Anti-D, anti-K, anti-c and anti-E are 
of major importance and account for almost 99 
per cent of all cases of hemolytic disease of the 
newborn. The frequency of introducing the for- 
eign antigen is also of great significance in the 
production of antibodies. It is well known that 
the possibility of sensitization increases greatly 
with more frequent introduction of the foreign 
substance. The spacing of the sensitizing doses is 
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TABLE 1. 
Relationship Between Blood Group 
and Blood-Group Substances 
Blood-Group Genes (antigens) Genes (antigens) 
System Discovered Postulated 
ABO A,, Az, As, As, Ao, B,O, A’, B® 
O°, H 
MNS M, Mz, M°, N, N2, S, S", alleles of He and Hu 
s, u, He, Hu 
P P, Ti* p, 
Rhesus D, D*, C, C’, C*, 
C*, E, E*, EY, e, f, V,G 
Lutheran Lu*, Lu 
Kell K, k, Kp* Kp? 
Lewis Le*, Le Le® 
Duffy Fy*, Fy” 
Kidd Jk*, Jk> 
Wright Wr* Wr> 
Vel Vel alleles of Vel 
Sutter Js* 
Family Be, C+, Mis, Rm, alleles of family antigens 
antigens Jobbins, Becker, Diego, 


Levay, Ven, Verweyst 


also crucial. Thus, giving incompatible blood 
daily for four days would probably not lead to 
antibody production as easily as if the blood was 
given once a week for four weeks. The route of 
introducing the sensitizing agent also appears 
important. Thus, using two or more routes seems 
more likely than a single route in inducing anti- 
body formation. Accordingly, an incompatible 
blood transfusion and pregnancy is more effective 
than two pregnancies. 

Indiscriminate Blood Transfusions. The giving 
of incompatible blood intramuscularly appears to 
be quite potent in introducing antibody forma- 
tion. With this background, it is quite obvious 
that the giving of indiscriminate blood trans- 
fusions in the young or in women of childbearing 
age can only be condemned. This is particularly 
important in view of the fact that usually neither 
the patient nor the blood donor are typed for the 
E, c or K factors. A major advance will be the in- 
troduction of simple and rapid typing procedures 
for the c and K blood-group substances. A dis- 
couraging aspect in any discussion of blood-group 
substance antibodies is the fact that such anti- 
bodies may persist in the circulation for many 
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years. More important, sensitization apparently 
persists for life and reimmunization by a second 
pregnancy can lead to an amnestic type of re- 
sponse with high antibody titers obtained. 
Serologic Characteristics. Of extreme impor- 
tance to the immunohematologist and obstetri- 
cian are the serologic characteristics of these an- 
tibodies. The starting point of any study of in- 
compatible blood, either as seen in hemolytic 
disease of the newborn or with a transfusion reac- 
tion, is the demonstration of an antibody and 
subsequently the identification of the antibody. 
To accomplish this, an understanding of the 
characteristics of these materials is necessary. 
When Landsteiner in 1900 demonstrated the 
presence of anti-A and anti-B, he used saline sus- 
pensions of cells and observed direct agglutina- 
tion. In the 1940’s it was found that antibodies 
may not produce direct agglutination of saline- 
suspended cells. Rather, coating of the erythro- 
cytes by the antibody can occur, and an addi- 
tional technique is then necessary to demonstrate 
the coating. Three major serologic procedures are 
used to demonstrate this coating effect: (1) sus- 
pending the coated cells in media containing 
anisometric molecules (albumin, PVP, dextran, 
gelatin, gum acacia, etc.); (2) treating the cells 
with proteolytic enzymes. Pretreatment is neces- 
sary when trypsin, papain or ficin is used. A 
direct approach is possible when papain-cysteine 
or bromelin is used ; (3) the use of antihuman glob- 
ulin serum (Coombs’ test). It cannot be over- 
emphasized that there are at least two different 
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types of antibodies. Obviously, any test used to 
demonstrate antibodies must be able to demon- 
strate all types of antibodies. A simple test using 
only saline suspensions is completely inadequate 
insofar as the great bulk of immune-type anti- 
bodies are of an incomplete nature needing 
specialized testing. A summary of the serologic 
characteristics is given in Table 2. 

Maze of Test Procedures. The intelligent diag- 
nosis and treatment of antibody-antigen reac- 
tions applied to the blood-group substances is 
based on efficient laboratory studies. Unfortu- 
nately, the average clinician is lost in the maze of 
available test procedures and unable to gauge 
either diagnosis or therapy. Two examples can 
be cited to illustrate the problem: A hemolytic 
event has occurred and the clinician needs labora- 
tory confirmation; a Coombs’ test is ordered. 
Two separate procedures, however, are available; 
the direct and indirect Coombs’ tests, and the in- 
dications for their use varies with the suspected 
clinical problem. Unfortunately, the laboratory 
technologists usually must decide if one or the 
other is to be. done. A second example is also com- 
monly seen. An erythroblastotic infant is born 
and an exchange transfusion is necessary. With- 
out a determination of the causative antibody, 
Group O, “Rh negative” blood is used. If the 
antibody should not be anti-D, an excellent pos- 
sibility exists that heterozygous incompatible 
blood will be removed and homozygous incom- 
patible blood transfused. The following example 
is not uncommon: 


BERNARD PIROFSKY, M.D. earned his medical degree from New York 
University College of Medicine. He completed his internship and internal 
medicine residency at Bellevue Hospital. The American Board of Internal 
Medicine certified Dr. Pirofsky in 1957. He is currently assistant professor 
of medicine at the University of Oregon Medical School, Portland: prior to 
this appointment, he was clinical instructor in hematology and instructor In 
medicine. Dr. Pirofsky’s societies include the American Society of Hema- 
tology, the International Society of Hematology and the International 
Society of Blood Transfusions. 
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Mother Infant Father 
C/C C/e c/e 
anti-c in serum 4+ direct Coombs’ C 


If Rh negative blood, e.g., ede/ede is used for 
exchange, the infant’s heterozygous blood, ¢/C, 
is removed and homozygous blood ¢/c is given. 
Unfortunately, the antibody responsible for the 
hemolytic affair is anti-c, and further hemolysis 
may result. 


Suggested Laboratory Approach 


The remainder of this review will discuss sev- 
eral of the usual laboratory procedures in order 
to emphasize their clinical significance as well as 
suggest a laboratory approach which will supply 
the needed data for efficient clinical judgment. 


THE COOMBS’ TEST 


As described in the antibody section, certain 
antibodies are “‘incomplete” and coat incompat- 
ible erythrocytes, rather than lead to visible ag- 
glutination. An additional procedure is necessary 
to demonstrate the coating effect, and thereby 
the incompatibility. The Coombs’ test is most 
frequently used in this respect. Coombs’ sera is 
simply an antihuman globulin sera, that is, it con- 
tains antibodies directed against human globulin 
fractions. It is produced by injecting animals 
(rabbit, goat) with human sera, and collecting the 
produced antisera. The basic serologic procedure 
used is a simple antibody-antigen reaction, e.g., 
Coombs’ sera (antibody), + antibody-coating 
erythrocyte (human globulin-antigen), with the 
end result being visible agglutination. As in all 
antibody-antigen reactions, the concentrations of 
the reacting substances are crucial. An excess of 
antibody or antigen may lead to inhibition of the 
reaction. Commercially obtained Coombs’ sera is 
diluted by the company so as to give optimal 
reactivity with the usual anti-D. Obviously, it 
might not be the optimum dilution to demon- 
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TABLE 2. 


Serologic Characteristics 
Complete Antibodies Incomplete Antibodies 

Synonyms Saline; natural Serum; blocking; al- 
buminoid; coating; 
immune 

Electrophoresis a or B globulin, usually Usually globulin 

Optimum Cold-acting 4° C. Warm-acting 37° C. 

reactivity 

Heat stability Destroyed at 70°C. Stable at 70° C. 

Elution Not eluted Can be eluted 

Action in saline Agglutination No agglutination 

Action in albumin No agglutination Agglutination 

Coombs’ test Not done Positive 

Neutralized by Neutralized Not neutralized 


blood-group sub- (Natural anti-A and 


stance (A and B) anti-B) anti-B) 
Examples Antibodies directed Antibodies directed 
against: against: 


A, B, H, P, Le*, Tj* 
Jk*, ete. 


(Immune anti-A and 


D, C, E, c, e, K, Fy*, 


strate cold-acting antibodies, the autoantibodies, 
or even other isoantibodies. 

The Coombs’ test may be used in two different 
procedures, a direct and indirect test. The direct 
Coombs’ test is used to determine if an antibody 
is coating the patient’s erythrocytes. For this 
test, the patient’s erythrocytes are washed and 
tested in a procedure taking 15 to 30 minutes. 
The indirect Coombs’ test is used to determine if 
an antibody is circulating in the patient’s serum. 
To perform this test it is necessary to incubate 
the patient’s serum with the appropriate target 
erythrocytes, and then treat these erythrocytes 
as in a direct Coombs’ test. Two facts emerge as 
crucial in this test: The incubation of serum and 
cells must be at an optimum temperature and 
time for coating, e.g., 37° C., 20° C., 4° C., for one 
hour. The target erythrocyte obviously must 
contain the blood-group substance against which 
the antibody is directed. Although this last point 
is quite obvious, it is astonishing that it is not 
usually considered. Accordingly, the obstetrician 
refers ‘prenatal sera to the laboratory for anti- 
body titer studies. Most laboratories simply use 
Rh positive erythrocytes for the indirect Coombs’ 
test done. If a negative result is obtained, it is 
safe to conclude that anti-D is not present. It is 
not safe to conclude that there are no antibodies. 
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For example, the patient has anti-K in her serum; 
the Rh positive cell is K (—) (93 per cent of the 
population), and a negative test is obtained. In 
spite of this negative test, an erythroblastotic 
infant is born. Carrying out this case to its logical 
conclusion, the erythroblastotic infant may then 
receive an exchange transfusion in which K (+) 
blood is given. Table 3 summarizes the clinica! 
indications for ordering either a direct or an in- 
direct Coombs’ test. 

At this point, the clinician may well ask how 
much of a problem exists to necessitate making 
the necessary laboratory changes. A recent sur- 
vey at the King County Blood Bank in Seattle 
indicates the magnitude of the problem. Testing 
the sera of an unselected group of blood reci- 
pients, it was found that 1.3 per cent had im- 
mune antibodies. A similar study of donors who 
had a history of either pregnancy or transfusion 
revealed immune antibodies in 2.4 per cent. This 
procedure was then applied to prenatal sera, and 
it was found that 10 per cent of the Rho(D—) 
group and 0.6 per cent of the Rho (D+) group 
had antibodies. The significance of this becomes 
apparent when it is realized that the Rho(D+) 
group incorporates 85 per cent of the maternal 
population. Thus, 2 per cent of the maternal 
population is serologically likely to develop an 
infant with hemolytic disease of the newborn. Of 
1,000 pregnancies, 15 cases of erythroblastosis 
due to anti-D and five cases due to other anti- 
bodies may be possible on a serologic basis. In 
this discussion the development of an immune 
anti-A or anti-B with an ABO type of hemolytic 
disease is not considered. 


REMEDIAL TECHNIQUES 


The following suggestions are made in an at- 
tempt to correct the above-listed problems. At 
present, many techniques used in the research 
laboratory can be easily applied to the routine 
hospital facility. As such, close cooperation 
among the pathologist, obstetrician, pediatrician 
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and immunohematologist is necessary to estab- 
lish the simplest and most accurate techniques 
with the widest range of activity. 

Testing During Pregnancy. All pregnant pa- 
tients with a past history of pregnancy, spon- 
taneous abortion or transfusions should be tested 
for the presence of an antibody by the fifth 
month of pregnancy. This group includes Rh 
positive as well as Rh negative individuals. The 
Rh positive group is emphasized because the pre- 
natal diagnosis of an antibody will enable the 
laboratory to identify the substance and arrange 
for the presence of compatible blood for exchange 
or transfusion to the mother. For example, an 
individual with the rare blood group Vel (—) is 
due to deliver her fourth child. Prenatal testing 
reveals an antibody. Identification studies in- 
dicate the presence of an anti-Vel antibody. Sev- 
eral months are available to obtain the necessary 
blood for delivery. Considering that only about six 
people known in this country have compatible 
blood, this type of approach may save two lives. 
In contrast, imagine what would happen if the 
mother should hemorrhage or if the child needed 
an exchange if no prior knowledge of the nature 
of the antibody was available. Compatible blood 
would be impossible to obtain. 

Prenatal Testing. The prenatal testing should 
consist of the usual antibody titer determination, 
e.g., an indirect Coombs’ test, bromelin test or 
both. However, the test must be modified so that 
the target erythrocytes contain the blood-group 
substances against which the most frequently 
seen antibodies are directed, e.g., D, c, E, K, 
Fy*, e, etc. A negative result should be reported 
as negative for antibodies acting against what- 
ever blood-group substances are in the pool used. 

Reference Panel of Cells. A reference panel of 
cells should be available at all times. By the use 
of such a panel, it will be possible to identify any 
antibody found and thereby intelligently arrange 
for transfusion or exchange. In addition, the 
identification of the antibody will enable the 
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laboratory to perform additional studies of the 
father’s blood. By determining the homozygous 
or heterozygous status of the blood-group sub- 
stance in the father’s blood, a 50 per cent or 100 
per cent probability of future hemolytic disease 
of the newborn can be determined. This in turn 
will be necessary in the obstetrician’s decision 
about future pregnancies. For example: 


Motker Child Father 
anti-K 4+ direct Coombs’ K/k 
k/k k/K K 


If the mother has an anti-K, the K substance 
must be absent in her cells, and her genotype is 
therefore k/k. If the child has a positive direct 
Coombs’, the anti-K is coating his erythrocytes, 
indicating the presence of the K substance. As the 
genes responsible for the presence of the K and k 
substances in the child are inherited from each 
parent, we can construct the child’s genotype. 
Therefore, k must be inherited from the mother; 
the Coombs’ positive state indicates the presence 
of K. Accordingly, the child is k/K. The K sub- 
stance is not present in the mother, therefore, it 
must have been inherited from the father. The 
father accordingly must have the gene for K on 
one chromosome. He may have the gene for K or 
k on the other chromosome. If K/K is present, 
all future children will have one K and are likely 
to develop hemolytic disease of the newborn. On 
the other hand, if K/k is present, 50 per cent of 
future children will be k/k and 50 per cent k/K; 
only this latter group may develop hemolytic 
disease of the newborn. Typing of the father for 
k or the use of statistical tables, e.g., k is present 
in 99 per cent of the population, will enable the 
obstetrician to intelligently inform the parents of 
future possibilities. 

; Care in Blood Transfusions. Blood transfusion 
in the pregnant, in the young or in those of child- 
bearing age, should be reserved for very specific 
indications and should never be lightly given. In 
the future it may be necessary to type both the 
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TABLE 3. 


Clinical Indications for the Direct 
and Indirect Coombs’ Test 


Disease 


Direct Coombs’ Indirect Coombs’ 


Circulating isoantibody — 
(Incompatible cross match) 
Transfusion reaction 
Hemolytic disease of newborn 
Baby + 
Mother ~ 
Father 
Acquired hemolytic anemia 
Idiopathic 
Secondary 
Chronic lymphocytic 
leukemia 
Systemic lupus 
erythematosus 
Lymphomas 
Various malignancies 
Rare occurrences 


May be +- 


Usually + 


Rarely — 


May 


Frequently + 


be — 


patient and donor blood for E, ¢ and K as a pro- 
tection against sensitization. These procedures 
at this time are dependent on the availability of 
rapid, simple typing tests, which are being ex- 
perimentally tried, e.g., bromelin, papain-cys- 
teine. 

Testing Cord Blood. With the development of a 
rapid method for demonstrating antibody coating 
erythrocytes, e.g., a direct bromelin test, it may 
become practical to test all cord blood immedi- 
ately for the presence of an antibody. 

Interpreting Titer Studies. During prenatal 
testing, the finding of a positive test should lead 
to an immediate identification of the antibody. 
In addition, the serum specimen should be care- 
fully labeled and frozen. Any subsequent speci- 
mens from this patient referred for titer studies 
should then be performed in duplicate with the 
previous specimens. In this fashion, changes in 
titer may assume importance in determining the 
obstetric approach. At this time I find it very 
difficult to interpret titer studies in reference to 
future prognosis. Comparing titers done several 
months apart detracts greatly from the signifi- 
cance of the tests. Thus, in a period of time, a 
different test cell may be used, a different tech- 
nologist might be performing the test, a different 
batch or lot of Coombs’ sera used, tubes poorly 
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cleaned in one test may be well cleaned on the 
second test, etc. Testing the same specimens un- 
der the same test conditions at the same time will 
overcome many of these problems. An additional 
aspect to be considered is the serologic sensitivity 
of titer studies. To the clinician, a rise of titer 
from 1:32 to 1:128 sounds quite impressive. How- 
ever, this represents simply an increase of reac- 
tivity of two tubes in a series of saline dilutions. 
As such, it is barely within limits of error of the 
test procedure itself. Again, the absolute neces- 
sity of accurate techniques performed simulta- 
neously on the specimens involved cannot be 
overemphasized. 

Diagnosing Hemolytic Disease. The laboratory 
should be prepared to diagnose hemolytic disease 
of the newborn due to an ABO incompatibility. 
In the average hospital, the syndrome appears 
almost as an academic point because of the gen- 
eral inability to make a definitive diagnosis. In 
laboratories where particular concern for this 
syndrome exists, it is considered the most fre- 


quent cause of erythroblastosis. Many labora- 
tories are revising down the maximum level of 
bilirubin permitted before exchange transfusion 
is resorted to. These groups are using 12 mg. per 
cent as the crucial level and accordingly are more 
frequently doing exchanges for ABO hemolytic 
disease. 

For example, in one such New York hospi- 
tal, 50 per cent of exchange transfusions are for 
ABO incompatibilities. The diagnosis of this 
syndrome is dependent on the demonstration of 
an immune anti-A or anti-B in contrast to the 
naturally occurring anti-A or anti-B. On a 
serologic basis, this involves the neutralization of 
the natural antibody and then the demonstration 
of the immune antibody. Table 2 illustrates the 
differences seen between these substances and 
forms the basis of specific tests. Accordingly, 
neutralization can be accomplished by heating to 
70° C. or by adding A and B substance. A 
Coombs’ test can then be used to demonstrate 
the immune antibody. 


Postvagotomy Atonia 


THE AUTHORS compare the incidence of postoper- 
ative gastric retention as a complication following 
subtotal gastrectomy versus vagotomy plus ancil- 
lary drainage procedures in patients with ob- 
structing duodenal ulcer. 

The postoperative course was considered com- 
plicated by delayed gastric emptying if the pa- 
tient could not tolerate solid food by the tenth 
postoperative day and there was no evidence of 
mechanical or inflammatory obstruction. All pa- 
tients in the series who had a subtotal resection 
ate satisfactorily by the tenth postoperative day. 
Of the 32 patients who had a vagotomy plus a 
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complementary drainage operation (gastroen- 
terostomy, pyloroplasty, antrectomy) 25 per cent 
had postoperative gastric emptying. Of these 
eight patients, seven had had a gastroenteros- 
tomy. In addition, 44 patients with nonobstruct- 
ing duodenal lesions had a vagotomy plus a com- 
plementary drainage procedure performed and 
none in this group fulfilled the criterion for de- 
layed gastric emptying. “The decompensated 
musculature of a stomach dilated as a result of 
pyloric obstruction might be more susceptible to 
the atonic influence of vagotomy. Selection of 
vagotomy plus gastroenterostomy,’’ according to 
Bergen and Jordan, “‘in the case of a poor-risk pa- 
tient is unjustified . . . and is not a conservative 
operation.” (Am. J. Surg., 98:612, 1959.) 
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The Dangers of Sedation 
in Pulmonary Disease 


ELLIOTT J. HOWARD, mp. 


Chest Section, Medical Service 
Veterans Administration Hospital 
Bronx, New York 


Sedatives must be used with caution 

in pulmonary disease. They can depress 

the cough reflex and increase the danger 

of tracheal aspiration. Morphine, codeine, 
meperidene, the barbiturates, chloral hydrate 
and the tranquilizers must all be carefully 
considered for possible undesirabie side effects 
before using in the patient 

with a pulmonary disease. 


SEDATION used properly in respiratory diseases is 
often an important adjuvant to specific treat- 
ment. Mental relaxation may hasten recovery 
and may even be the difference between success 
and failure in the treatment of serious respiratory 
disease. Similarly, improperly used sedatives can 
lead to complications which may result in death. 

In choosing a particular sedative, one must 
consider the pathophysiology of the disease being 
treated, since the pharmacologic action of the 
drug may compromise pulmonary function be- 
yond that caused by the disease. On the other 
hand, the same effect may be of benefit to the 
patient in treating other pulmonary diseases. 
The disturbance in pulmonary function is usually 
reflected either as: (1) a ventilatory deficiency, 
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(i.e., pleural effusion, pneumothorax, bronchiolar 
fibrosis), (2) an impaired diffusing capacity, (i.e., 
alveolar-capillary block syndromes of sarcoid, 
carcinoma, Hamman-Rich, beryllium poisoning, 
etc.) or (3) a mechanical airway obstruction, 
(i.e., status asthmaticus, obstructive pulmonary 
emphysema). Next, one must determine whether 
the anxiety or hyperexcitability is supratentorial 
in origin and would benefit from sedation, or if 
it is due to anoxia, dyspnea, pain, hypercapnia 
or asphyxia which is possibly associated with 
respiratory center damage. 

The primary objective of sedation is to allay 
cortical fear without depressing medullary re- 
spiratory centers. We have at our disposal the 
barbiturates, opiates and a variety of “‘tranquil- 
izers.”’ All of these drugs are capable of producing 
satisfactory sedation in an otherwise healthy in- 
dividual. In patients with pulmonary disease the 
complexities of the physiologic disorders are such 
that the increased dosage required for sedation 
could undermine therapy and might actually 
contribute to death. A classic example of this is 
the respiratory center depression caused by bar- 
biturates and opiates when used in the patient 
with hypercapnia and anoxia due to pulmonary 
emphysema. In this situation, the only remain- 
ing major stimulus to respiration is the effect of 
anoxia upon the respiratory center. Oxygen, 
while needed, must be given cautiously, or in 
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The Dangers of Sedation 
in Pulmonary Disease 


conjunction with an artificial respirator. Barbit- 
urates and opiates are contraindicated in this in- 
stance, even if given with the greatest caution, 
since they will depress the respiratory center to 
the effects of anoxia, thereby inhibiting the last 
means of physiologic respiration. 


Cough Reflex Depression 


Cough reflex depressants are commonly pre- 
scribed medications for respiratory illness. How- 
ever, thought must be given to the problem of 
whether or not it is actually desirable to depress 
the cough reflex. In dealing with the purulent 
pneumonias, bronchiectasis, aspiration and other 
states in which expectoration is a vital factor in 
recovery, one is often tempted to relieve the pain 
-and discomfort due to coughing by depressing 
the cough reflex with an opiate. The patient may 
be symptomatically relieved momentarily, but 
actually progression of the disease is being fos- 
tered due to retention of infected sputum. 


Danger of Tracheal Aspiration 


In the aged patient chloral hydrate is consid- 
ered an ideal sedative, but in a situation where 
tracheal aspiration is a danger (vomiting, nasal 
medications), it must be remembered that chloral 
hydrate in high doses is a gag reflex depressant, 
and unhampered aspiration can easily occur, es- 
pecially at night. This is clearly demonstrated by 
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the ease with which one is able to administer 
lipiodol dye intranasally to the sleeping elderly 
patient, or the unconscious patient, and find the 
dye in the lungs the following morning. 


Anxiety Due to Anoxia 


The apprehension of the older patient is often 
due to anoxia and can be effectively relieved by 
oxygen inhalation rather than by sedation. Fur- 
thermore, patients with anoxia may actually be 
stimulated by sedatives rather than calmed. It is 
significant that the occurrence of obstructive as- 
phyxia and of pulmonary edema is more frequent 
in the deeply sedated patient. 


Specific Dangers of Sedatives 


The sedatives generally used in pulmonary 
disease patients are the opiates, barbiturates, 
hypnotics and the tranquilizers. Morphine, co- 
deine and meperidine are the best known opiates. 
Although their value is great, their potential in 
causing undesirable effect is also great and should 
be recognized. Morphine, by depressing the re- 
spiratory center and the gag reflex, depresses the 
respiratory rate, tidal volume, minute volume, 
oxygen consumption, CO, output and prevents 
expectoration. It augments bronchospasm due to 
cholinergic activity, inhibits glandular secretion 
of the bronchial mucosa, and diminishes striated 
muscle tone in the diaphragm and intercostal 


ELLIOTT J. HOWARD, m.D. is an internist practicing in New York City. 
A graduate of Hamilton College, Clinton, N.Y., Dr. Howard took his 
medical work at New York College of Medicine. He was certified by the 
National Board of Medical Examiners in 1954. Following an internship at 
Lenox Hill Hospital, New York City, Dr. Howard served a medical resi- 
dency at the Bronx VA Hospital, Bronx, N.Y. Currently an assistant in 
medicine, Columbia University College of Physicians and Surgeons, he has 
a research fellowship at Columbia University Research Service, Goldwater 
Memorial Hospital, Welfare Island, N.Y. 
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muscles. Morphine is contraindicated not only in 
eases of respiratory embarrassment but also in 
cases of impaired circulation and head injury, 
and in patients with kyphoscoliosis. The latter 
are particularly sensitive to the effects of mor- 
phine sulphate, in addition to the fact that they 
usually have a low vital capacity and are often 
in congestive heart failure as well. 

Codeine has much the same effects and contra- 
indications as morphine, but greater relative dos- 
ages are required to achieve both the desired ef- 
fects and the untoward effects. 

Meperidine, unlike morphine, is anticholinergic 
and is spasmolytic on the bronchial smooth mus- 
cle. For this reason, meperidine has come to be 
a commonly used drug in status asthmaticus. 
However, similar to morphine, meperidine de- 
presses the respiratory center and the cough re- 
flex with all the concomitant undesirable effects. 

Phenacozine, the recently introduced mor- 
phine-substitute, has been noted to have the 
same quieting effect as morphine without being 
antidiuretic. This would be an advantage in the 
treatment of pulmonary edema. It has also been 
noted that phenacozine is not free of addictive 
potential and is considered a narcotic. Studies on 
the effect of this new drug upon the respiratory 
center have not yet been evaluated. 

The barbiturates are the most specific sedative 
for the nonpsychiatric patient and should be the 
drug of choice for the individual patient able to 
be sedated with a dose low enough to be safe from 
unwanted respiratory depression. Unfortunately, 
the dosage usually required is dangerously high. 
The aged population has been found to be more 
sensitive to respiratory depression by barbitu- 
rates than the general population. Pentothal, 
phenobarbital, amytal, barbital and nembutal, 
in addition to their respiratory center depressant 
effect, may also be bronchoconstricting agents. 


Paraldehyde is an excellent sedative but since 
it is excreted largely through the lungs it may be 
irritating and contribute more discomfort than 
sedation to the patient with pulmonary disease. 
It may have a bronchoconstricting effect as well. 
The use of ether in severe cases of status asthmat- 
icus not responding to other measures has often 
given rewarding results. Two or 3 oz. of ether in 
an equal amount of sweet oil, or olive oil, ad- 
ministered high in the rectum will cause a light 
anesthesia which may effectively “break’’ the 
acute attack. This modality should be used only 
in highly select situations. The use of steroid 
therapy is a much safer means of meeting the 
problem of the acute resistant asthmatic. 

The tranquilizers are mainly ‘phenothiazine 
derivatives and promazine compounds. They 
have not been completely evaluated in regard 
to their respiratory effects in the nonpsychiatric 
patient. Various experiences have shown them 
to be of help in relieving the anxiety associated 
with mild pulmonary problems; but with the 
more complex situations, the tranquilizers are 
generally of little value, except in the severely 
agitated patient with CO, retention who requires 
respirator therapy. In this case, good use can be 
made of high-dosage tranquilizer therapy in ad- 
justing the patient to the respirator environment. 


Conclusion 


The physician should carefully evaluate the 
need for sedation in the pulmonary disease pa- 
tient and determine whether the excitability is 
primary and would benefit from sedation, or if it 
is a secondary phenomenon of the disease. If 
sedation is indicated, then the effects of the 
chosen drug must be carefully observed in order 
to avoid any iatrogenic complications of ther- 
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Each year members of a different well-known medical faculty 
prepare articles for this regular GP department. 
This is the eleventh of twelve from Cornell University. 


Symposium 
on the Diagnosis 
and Management 


of Early Cancer 


is 
: 


Symposium on the Diagnosis 
and Management of Early Cancer 


EDITED BY: WALTER E. O’DONNELL, M_D., 
LOUIS VENET, 


AND EMERSON DAY, M.D. 


Cornell University Medical College 
New York, New York 


In the practical therapeutics series is included a 
group of short articles in this and last month’s 


Practical Therapeutics 


issues on the methods used for the early detection of 
cancer in the various parts of the body. We have 
taken the liberty of defining therapeutics in its 
broadest sense in these articles. 

Actually, the best therapy for cancer is its early 
detection, because it is only in the early cancerous 
stages where a great deal can be accomplished and 
cures effected. 

This is a practical group of articles. They show 
the physician how cancer detection can be made an 
office procedure.—MEDICAL EDITOR 


Rectum and Colon, Including Perianal Area 


RALPH HERTZ, 


Assistant Attending Surgeon, Rectal Service 
Memorial Center, New York 


CARCINOMA of the rectum and colon is the most 
common cause of cancer death in man when both 
sexes are combined. A high cure-rate is obtained 
when these lesions are treated during the early 
Stages. Neoplasms of the perianal area and anal 
canal are infrequent but are of major clinical 
Significance. By means of sigmoidoscopy ap- 
proximately 75 per cent of all lesions of the rec- 


tum and colon are made accessible for early diag- 
Nosis. 


Principal Neoplastic Lesions 
PERIANAL AREA AND ANAL CANAL 


The malignant tumors found here comprise 
approximately 5 per cent of those oceurring in the 
combined anus, rectum and colon. Squamous cell 
carcinoma and melanoma are the most frequent 
lesions. Leiomyosarcoma and malignant hydro- 
adenoma are occasionally seen. Tumors of the 
immediately adjacent soft tissues found on 
examination of this area include the sacrococcyg- 
eal tumors of childhood, as well as neurofibro- 
mas and teratomas of the presacral space. 

Leukoplakia of the perianal area is rare and is 
not usually a precursor of squamous cell car- 
cinoma. Pigmented nevi of the so-called junc- 
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tional type found here should be considered as 
precursors of melanoma and excised. 


RECTUM AND COLON 


Adenocarcinoma. Adenocarcinoma constitutes 
approximately 95 per cent of all malignant tu- 
mors found in the rectum and colon. Two-thirds 
of these are within reach of the 25 cm. sigmoido- 
scope. The remainder are distributed throughout 
the colon. Adenocarcinoma in this area demon- 
strates a marked tendency to multiplicity both 
at the time of initial presentation, and at a later 
date in those who survive the first carcinoma. 
The clinician who diagnoses one of these cancers 
must therefore ascertain if additional lesions 
coexist. A postoperative follow-up program should 
include sigmoidoscopy annually and a barium 


FIGURE 1. Technique of sigmoidoscopy. 
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enema every other year in the search for a new 
primary. 

Adenomas, commonly referred to as polyps, 
are the precursors of many, and probably most, 
adenocarcinomas of this region. The usual period 
from the appearance of an adenoma to the de- 
velopment of an invasive malignancy within it 
covers a span of several years. The removal of 
the adenoma, therefore, offers an unusual op- 
portunity for cancer prevention. Adenomas are 
usually asymptomatic. They occur in the rectum 
and lower sigmoid of approximately 7 per cent of 
patients 40 years of age and over, and are best 
found by routine sigmoidoscopy of well adults. 

Malignant tumors other than adenocarcinomas 
are uncommon in this site. The principal lesions 
are malignant carcinoids and leiomyosarcomas. 
The lymphomas such as reticulum cell sarcoma, 
lymphosarcoma and Hodgkin’s disease are seen, 
but are usually a manifestation of systemic dis- 
ease. 


Di ° 
SYMPTOMS 


Symptoms usually do not occur until a con- 
siderable mass or partial obstruction is present. 
The bowel habits may change with constipation, 
diarrhea or an alternation between the two. A 
marked increase in flatus is common with or 
without abdominal cramps. The passage of blood 
and mucus, together or separately, may be noted. 
Rectal urgency and tenesmus may occur in low 
lying tumors. Severe anemia without gross 
melena is a frequent finding in carcinoma of the 
right colon. 


EXAMINATION 


Technique. An examination routine will greatly 
aid the physician in attaining diagnostic accuracy 
in this area. A minimum of specialized equipment 
is necessary. 

The patient is first placed in the recumbent 
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position. The peripheral lymph nodes are exam- 
ined with special attention to the supraclavicular 
and inguinal groups for evidence of metastases. 
This is followed by abdominal palpation. 

The patient is then placed in the left lateral 
recumbent position with flexed thighs. The 
perianal area is examined both at rest and with 
the patient bearing down. Digital-rectal examina- 
tion is performed. Bidigital technique should be 
used so that the perianal structures may be pal- 


pated between index finger and thumb. Altera- 


tions in the mucosa, bowel wall, perianal tissue 
and presacral space are noted. The mucosa will 
best be evaluated later at sigmoidoscopy; how- 
ever, special attention should now be directed to 
palpable changes within the so-called blind area 
or presacral portion of the rectum. Sole reliance 
on the efficiency of the digital-rectal examination 
in the diagnosis of cancer of the rectum and colon 
has been highly overrated in the literature. In a 
recent series of 125 carcinomas of this region de- 
tected in the Strang Cancer Prevention Clinic 
only 13.5 per cent were within reach of the exam- 
ining finger. 

Proctosigmoidoscopy. This is the most impor- 
tant procedure in the examination of the rectum 
and colon. It is relatively simple and safe and 
should be one of the general practitioner’s routine 
techniques (Figure 1). The ideal sigmoidoscope 
is a simple 25 to 30 cm. tube, % in. in diameter, 
with a good light and simple air insufflation unit. 
A strong suction is desirable for removing residual 
secretions, but lacking this, cotton swabs will 
suffice if the patient is well-prepared. 

A satisfactory examination necessitates a well- 
prepared bowel. A low residue diet is taken for 24 
hours. Two ounces of castor oil is prescribed for 
4:00 P.M. the day prior to the visit, followed by a 
clear water enema in the morning. If castor oil is 
undesirable, tap water or disposable unit enemas 
may be utilized. 

The patient may be examined in the knee-chest 
or lateral decubitus position, care being taken to 
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Hyperplasia of rectal mucosa. 


Sessile polyp of rectum. 


FIGURE 2. Findings suggesting tumor or diverticulitis above the 
level of the sigmoidoscope. 
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avoid abdominal compression. He is advised that 
relaxation is extremely important. The sigmoido- 
scope is introduced in an antero-cephalad direc- 
tion in the axis of the anal canal. The obturator 
is then removed and the instrument is advanced 
gently with the lumen of the bowel under direct 
vision and at a rate in keeping with the bowel 
resistance. The emphasis is upon introduction so 
that manipulation is minimal and air insufflation 
is only occasionally necessary. Examination of 
the mucosa is accomplished during withdrawal 
of the instrument while swinging the tip in a ro- 
tary fashion. Air insufflation is used so that all 
folds are flattened and the entire mucosa is 
visualized. Blood and mucus may be seen during 
introduction within the upper portion of the 
endoscopic field without a visible source. These 
findings (Figure 2) suggest tumor or diverticulitis 
above the level of the sigmoidoscope, and are 
most likely to be noted after strong catharsis. 
Biopsy. Biopsy is indicated in all tumors of the 
perianal region and anal canal except in those 
that present under the intact dermis or as small 
pigmented lesions suggestive of melanoma. Wide 
excision is indicated in the latter instances. Mu- 
cosal lesions should also be biopsied except when 
typical-appearing adenomas are less than 1 cm. 
in size. These should be removed for total biopsy. 
Biopsies are taken from the summit of these 
mucosal tumors as the histology in this area is 
most likely to be representative of the true status 
of the lesion. This site is also the least likely to 


bleed heavily. The ideal biopsy forceps should 
have a 3 mm. cup. The large box forceps is to be 
avoided. 

Barium Enema. X-ray studies should be per- 
formed when there are symptoms of colonic dis- 
ease, or when an adenoma or nonobstructing car- 
cinoma is present within the lower bowel. They 
are also indicated when unexplained blood and 
mucus are seen during sigmoidoscopy, during the 
investigation of an abdominal mass, and in cases 
of long-standing ulcerative colitis. These exami- 
nations should be carried out upon the meticu- 
lously cleansed colon. The accuracy of the ex- 
amination will be enhanced by the use of air con- 
trast or high voltage technique. Sigmoidoscopy 
must always precede a barium enema to rule out 
an obstructing lesion. Furthermore, the latter is 
unreliable in the diagnosis of tumors of the rec- 
tum and rectosigmoid. 

A barium enema x-ray study does not permit 
accurate differentiation between benign and 
malignant polypoid tumors. Some of the most 
malignant lesions may appear benign radio- 
graphically. 

The presence of a pedicle suggests that a lesion 
is benign, but even here one may be dealing with 
an invasive malignancy. 

Colon Cytology. This is a useful and reliable 
diagnostic tool. Its principal application is in the 
differential diagnosis between carcinoma and de- 
forming inflammatory processes such as divertic- 
ulitis and segmental colitis. 
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Early Diagnosis and Management of Cancer of the Female Genital Tract 


MICHAEL J. JORDAN, M.D. AND GENEVIEVE M. BADER, M.D. 


Consulting Gynecologist 
Department of Preventive Medicine 
Memorial Center, New York 


History 


A FAMILY HISTORY, especially of cancer and 
diabetes, should be obtained in a routine gyneco- 
logic history. Obstetric and menstrual histories, 
as well as past illnesses and operations, especially 
previous pelvic surgery, including cauterization 
of the cervix should also be noted. In addition, 
endocrine dysfunction or imbalance such as thy- 
roid dysfunction, diabetes, infertility, obesity 
and hormone therapy are important. And, 
previous irradiation should also be noted as well 
as a history of previous vaginal infections. 


Physical Examination 


The following points are important when ex- 
amining the patient: 


ABDOMINAL PALPATION 


Note scars, tenderness, palpable masses and 
organs, lymphadenopathy (groins) in abdominal 
palpation. 


PELVIC EXAMINATION 


The bladder and bowel should be emptied im- 
mediately prior to pelvic examination. The pa- 
tient should be instructed not.to douche for 24 
hours preceding the examination. 

Vaginocervical smears should be obtained, as 
the first step. The materials needed for this pro- 
cedure are: 

1. Vaginal aspirator. Use a slightly curved thin 
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Assistant Attending Physician 
Department of Preventive Medicine 
Memorial Center, New York 


glass tube with a capillary ending. The wide end 
is attached to a 1 oz. De Vilbiss bulb. 

2. Bivalve speculum. 

3. Cotton-tipped applicators. 

4. Two clean glass slides, one with a paper clip 
attached. 

5. Two-ounce wide-mouthed bottle containing 
fixative solution (one-half ether and one-half 95 
per cent alcohol). 

6. Information slip with patient’s name, ad- 
dress, date, date of LMP, menstrual history, his- 
tory of hormone therapy, irradiation therapy and 
cauterization. 


TECHNIQUE OF OBTAINING VAGINOCERVICAL 
SMEARS 


The patient is placed in lithotomy position. 
The labiae are separated gently with the gloved 
hand and the vaginal aspirator introduced with 
the bulb compressed (Figure 1). The aspirator is 
inserted into the posterior fornix and moved from 
side to side allowing the bulb to expand and suck 
the material in the vaginal fornices up into the 
glass tube. The material is squeezed out onto a 
clean glass slide (with clip attached) and spread 
into a thin, even smear using the side of the glass- 
aspirating tube. The slide is placed immediately 
in the bottle of ether-alcohol solution. The specu- 
lum is then introduced without lubricant and the 
cervix exposed fully. The entire surface of the 
cervix is swabbed with a cotton-tipped applicator. 
Then the applicator is rotated in the os. The ap- 
plicator is rolled down the surface of the second 
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FIGURE 2. Cervical smear procedure. 
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glass slide making a thin, even smear (Figure 2). 
The slide is placed in the same bottle of fixative 
solution next to the vaginal slide. The purpose of 
the clip is to prevent the slides from adhering to 
one another. The slides are allowed to remain in 
the fixative solution for a minimum of one to two 
hours and then delivered to the laboratory for 
study by the Papanicolaou technique. (The slides 
may be left in the fixative solution for as long as 
one week before staining, if necessary.) 


INSPECTION 


Inspection should be performed in a good 
light and should include: (1) external genitalia, 
(2) vagina—inspect walls all around by gently 
turning the speculum, (3) cervix—note particu- 
larly the size and position of portio vaginalis, 
lacerations, eversions, ectropions, leukoplakia, 
erosions, discharge (type and origin), and bleed- 
ing, either from portio or endocervical canal, (4) 
Schiller test—the cervix is painted with a 34 
or 7 per cent alcoholic solution of iodine on a 
cotton-tipped applicator. Nonstaining areas are 
noted. 


BIMANUAL EXAMINATION 


Palpate portio, fornices and vagina. Note any 
irregularity, induration, limitation of motion and 
obliteration of fornices. The size, shape, con- 
sistency, tenderness, position and mobility of the 
uterus should also be noted. Evaluate the ad- 
nexal regions to rule out irregularities due to 
primary ovarian pathology, pelvic inflammatory 
disease or endometriosis. 


DIGITAL-RECTAL AND RECTOVAGINAL EXAMINA- 
TION 


This procedure is performed to evaluate the 
uterocervical segment and parametrium. 

The above steps comprise the routine pelvic 
examination. If the history, physical findings and 
cytologic report are negative, the patient should 
return for a repeat examination in one year. How- 


Volume XXI, Number5 GP 


) 

4 

4 

FIGURE 1. Vaginal aspiration technique. 
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ever, if a history of irregular bleeding is given 
or if there is a suspicious finding on pelvic 
examination, further diagnostic tests may be 
required. 


BIOPSY 


If the smears are reported as abnormal, the 
patient should be recalled for biopsy. It cannot be 
overemphasized that no treatment can be planned 
or executed on the basis of a positive smear without 
biopsy proof of the lesion. In general, the indica- 
tions for biopsy are outlined in Table 1. 

Technique of Endometrial Aspiration for Cy- 
tology. An unlubricated speculum is passed and 
vaginocervical smears are taken. A routine bi- 
manual examination is then performed to ascer- 
tain the size and position of the uterus. (If any 
acute inflammation is present in the vagina or 
cervix, this, or any type of instrumentation, is 
contraindicated until the infection is controlled.) 

The speculum is again passed and the cervix 
painted with tincture of iodine (Figure 3a). The 
endometrial cannula is passed until the stop disk 
is firmly against the external os. With the uterus 
in anterior or midposition the serrated finger rest 
is directly anterior; in posterior position it is 
directly posterior. At all 
times it indicates the re- TABLE 1. 


FIGURE 3. Endometrial curette biopsy procedure. 


lationship of the curve 
of the instrument to the Indications for Biopsy 
uterine canal. — 

Site Indications 


Type 


Instrument (Figure 4) 


Next, the obturator is 


removed and the suction 
syringe attached, the 
plunger in the entirely 
forward position so that 
any necessary degree of 
suction can be exerted. 
While any standard 20-ce. 
syringe may be used, 
better results are obtained 
with a special suction 
syringe devised at Me- 
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Suspicious or positive 
smears (epidermoid) 
Clinically suspicious 
cervix 

Positive Schiller test 
Suspicious or positive 
smears (glandular) 
Menstrual irregulari- 


ties 


Symmetrically enlarged 
uterus 


4-point biopsy of cer- 
vix (Figure 3c) 
Endocervical biopsy 


Endometrial aspira- 
tion and/or endome- 
trial curette biopsy 


Schubert cutting 
punch 

Small sharp curette 
(endocervix) 


Jordan endometrial 
aspirator 


Novak curette 
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CANCEROUS AND NORMAL CONDITIONS OF THE CERVIX 


I. Normal cervix, unstained. II. Normal cervix, stained. 


III. Leukoplakia of the cervix, unstained. IV. Leukoplakia of the cervix, stained. 
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V. Carcinoma in situ of the cervix, stained. 


morial Center for the express purpose of taking 
aspiration biopsies. This is a glass-barrel syringe 
with a metal plunger and a lock tip; three grada- 
tions on the barrel indicate three degrees of suc- 
tion. Before and during suctioning the cannula is 
gently rotated semicircularly in the uterine cavity 
to assure complete sampling. The cannula is then 
withdrawn, the material smeared on clean glass 
slides and immediately fixed in ether-alcohol 
solution. 

Technique of Endometrial Curette Biopsy. An 
unlubricated speculum is passed and vagino- 
cervical smears are taken (Figure 3b). A routine 
bimanual examination is then done to ascertain 
the size and position of the uterus. The speculum 
is again passed and the cervix prepared with 
tincture of iodine. The passage of a uterine sound 
is always the preliminary step before taking an 
endometrial biopsy. The Novak suction curette 
is then passed and a gentle curettage of the an- 
terior, posterior and lateral walls, fundus to ex- 
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ternal os, is done. The material collected in the 
syringe and that on the blade of the speculum 
after removal of the curette is placed in 10 per 
cent formalin and sent to the laboratory for 
pathologic study. The dangers of endometrial 
biopsy are perforation of the uterus with the 
possibility of peritonitis or hemorrhage. To avoid 
these complications the position of the uterus 


must be accurately determined; a sound carefully 
passed to ascertain length and direction of uter- 
ine canal, and gentle curettage of endometrium 


carried out with a suction curette. The presence 


of any active inflammatory process in the vagina 
or cervix contraindicates any type of curettage 
until the local acute condition is controlled. With 
present day antibiotics this is a relatively simple 
matter. 


Management of Carcinoma in Situ and In- 
vasive Cancer 


The management of carcinoma in situ of the 
cervix and management of invasive cancer of the 
cervix and endometrial cancer are outlined in 
Tables 2 and 3. 


FIGURE 4. Biopsy instruments. Top: Jordan endometrial aspi- 
rator (with cannula). Center: Novak curette. Bottom: Schubert 
cervical biopsy forceps. 
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TABLE 2. 


Management of Carcinoma in Situ of the Cervix 


Young patients 


Premenopausal patients Fon: 


Menopausal and postmenopausal patients 


conservative treatment ——> 


definitive treatment ———-4 


Alternatives 


D and C, conization* with step- 


section study of specimen 
or 


Trachelectomy 


Total hysterectomy 


*After conization it is necessary to repeat vaginocervical smears every six months for a minimum of five years. 


Cancer of the Ovary 


The outlook for the patient with cancer of the 
ovary is poor. The accepted five-year survival 
once diagnosis has been made is 15 to 20 per cent. 
Therefore, it is important to emphasize: (1) de- 
sirability of early diagnosis; (2) proper manage- 
ment of ovarian cysts and tumors which may be 
precursors of ovarian cancer (surgical removal, 
if over 6 cm. in size, repeated observation and/or 
removal if cystic and 6 em. or less in size), and 
(3) more radical treatment. 


DIAGNOSTIC FACTORS 


In making a diagnosis the following factors 
should be considered: 

1. Fifty per cent of patients are between 30 and 
50 years of age; 50 per cent are postmenopausal. 

2. More young patients are in the cyst group 
than in the solid group of cancers. 

3. Incidence of fertility is 60 per cent compared 
to normal 90 to 95 per cent. (One must consider 
congenital anomalies of the ovary.) 


120 


4. Twenty-five to 30 per cent give a history of 
abnormal bleeding—may be only mild variations 
—generally due to estrin activation of the en- 
dometrium. 


SYMPTOMS 


The most common symptom is pain which 
occurs in 68 per cent of patients. Other symp- 
toms include: increase in size of the abdomen (50 
per cent); urinary symptoms—bladder pressure, 
frequency, urgency—(41 per cent); vague gas- 
trointestinal symptoms; vague discomfort and 
pressure; loss of weight (more common in cystic 
tumors), and ascites. 


PHYSICAL SIGNS 


In obese patients, or patients not easily 
examined, where there is fullness in the adnexal 
region with questionable enlargement of the 
ovary, examination under anesthesia should be 
considered, particularly in patients over 35 years 
of age. Enlargement (over 6 cm.) and/or irregu- 
larity in adnexal regions should be noted, as well 
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as rapid enlargement of a previously small ovar- 
ian mass. 


TREATMENT 


Surgical removal is the best method of treat- 
ment of all ovarian cysts and tumors. Whenever 
possible, total hysterectomy with bilateral sal- 
pingo-oophorectomy should be done. At the time 
of initial exploration, 50 to 60 per cent are no 
longer amenable to surgery. Other modalities 
must be considered and these include: (1) high or 
super-voltage irradiation therapy; (2) radioac- 
tive colloidal gold of chromic phosphate; (3) 
chemotherapy, and (4) hormonal therapy. 


TABLE 3. 


Management of Invasive Cancer 
of the Cervix and Endometrial Cancer 


CERVIX 


Alternatives 


Preoperative irradiation 
(radium or x-ray) followed 
by radical surgery. 


Radical surgery. 


ENDOMETRIUM 


1, 


Alternatives 

Preoperative irradiation 
(radium or x-ray) followed 
by extended total hysterec- 
tomy. 


. Extended total hyster- 


ectomy. 


8. Irradiation—radium and x- 
ray. 


The Diagnosis of Genitourinary Neoplasms 


WILLET F. WHITMORE, JR., M.D. 


Attending Surgeon, Genitourinary Service 
Memorial Center, New York 


AWARENESS of the possibility of occurrence, 
familiarity with symptoms and signs, and utiliz- 
ing available laboratory and radiographic pro- 
cedures when indicated, should permit the clinical 
recognition of most genitourinary neoplasms. 
These considerations form the basis of this brief 
discussion of the diagnosis of neoplasms of the 
kidney, bladder, prostate, penis and testis. 


Renal Neoplasms 


Renal neoplasms are usually malignant and 
generally fall into one of three pathologic groups: 
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(1) Renal adenocarcinoma or hypernephroid 
cancers arising from the parenchyma of the kid- 
ney, occurring usually in adults. (2) Renal pelvis 
tumor arising from transitional epithelium of 
the calyces, pelvis or ureter, occurring usually in 
adults. (3) Embryonal or Wilms’ tumors arising 
from the renal anlage, occurring usually in chil- 
dren. 

Although the classic manifestations are hema- 
turia, lumbar pain and a flank mass, one or more 
of these symptoms may be absent. Furthermore, 
even when hematuria is present, it is often scant 
or intermittent, frequently leading both patient 
and physician to a regrettably unwarranted op- 
timism regarding its significance. Various gastro- 
intestinal symptoms, fever, anorexia or weight 
loss may, either alone or in combination, be the 
only manifestations, particularly of renal adeno- 
carcinoma (Figure 1). It is an unfortunate fact 
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that the presenting symptoms in about one-third 
of all patients with renal adenocarcinoma are the 
result of metastases, which may be misinier- 
preted as primary neoplasms. 

Renal tumors are often sufficiently large to be 
readily felt on physical examination. Bimanual 
examination with the patient in the supine posi- 
tion, placing one hand posteriorly just below the 
last rib and the other hand anteriorly beneath 
the costal margin will often permit recognition 
of renal enlargement. The renal mass may be 
ballottable between the two hands, particularly 
as it descends with deep inspiration. Considera- 
tion should always be given to the possibility of 
a renal mass in the interpretation of apparent 
splenomegaly and hepatomegaly. 

In most patients with a renal neoplasm the 
urinalysis will reveal proteinuria and the pres- 
ence of red cells, but it is a disconcerting fact 
that a normal urinalysis does not exclude the 
diagnosis. Bizarre blood pictures including poly- 
cythemia, severe anemia or leukemoid reactions 
may be the presenting manifestation in patients 
with renal adenocarcinoma. The intravenous 
pyelogram should be used more frequently in the 
investigation of diagnostic problems. On the 
plain film one looks for abnormalities in the size, 
location and contour of the kidney. Following 
injection of contrast medium, one looks for ab- 
normalities in dye concentration, but more im- 
portantly for deformities in the pyelogram itself, 
such as compression, elongation or obliteration of 
a portion of the pyelogram by an expanding 
tumor. Ordinarily, function is grossly well main- 
tained in a tumorous kidney. Retrograde pyelo- 
grams may be utilized when the information pro- 
vided by the intravenous pyelogram is incon- 
clusive. The use of these pyelographic methods 
will ordinarily clearly establish the presence or 
absence of a lesion suggestive of neoplasm. 

Examination of the urinary sediment by the 
Papanicolaou technique is of very limited value 
in the recognition of renal adenocarcinoma or 
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Wilms’s tumor, but may help in the differential 
diagnosis of filling defects in the calyces, pelvis 
or ureter such as may result from transitional 
cell tumors. However, negative results from 
Papanicolaou studies must be accepted with 
great caution. In the differential diagnosis of 
renal neoplasm such special techniques as aor- 
tography, nephrotomography or perirenal gas 
insufflation may be employed, but in most in- 
stances questions regarding differential diagnosis 
are best answered by surgical exploration. 


Bladder Neoplasms 


The great majority of bladder tumors are 
derived from the transitional epithelium and are 
usually malignant or potentially so. Although 
these tumors occur predominantly in males over 
40, exceptions both with regard to sex and age 
are not uncommon. Gross hematuria is the pre- 
senting manifestation in about three-fourths of 
the patients, but symptoms of vesical irritation 
such as frequency, urgency and burning may be 
the initial symptoms. The bladder tumor which 
does not announce its presence with urinary 
symptoms is distinctly unusual. 

Bulky tumors or deeply infiltrating tumors 
may be felt during careful palpation of the blad- 
der base via rectum or vagina when the bladder 
is empty, but specific physical manifestations are 
otherwise usually absent. Microscopic hematuria, 
if not gross hematuria, is the rule in patients 
with bladder neoplasms. Examination of the 
urinary sediment by the Papanicolaou technique 
will usually give a positive result in patients with 
bladder cancer but a negative report may be 
obtained in the presence of a benign papillary 
lesion. Although intravenous pyelography will 
frequently give presumptive evidence of vesical 
neoplasm by virtue of a filling defect on the ex- 
cretory cystogram or by evidence of ureteral 
obstruction, cystoscopy and biopsy are the con- 
clusive steps in diagnosis in every case. 
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Prostatic Neoplasms 


By far the great majority of prostatic cancers 
are adenocarcinomas. Prostatic cancer is clin- 
ically uncommon before the age of 45, but its 
incidence increases rapidly thereafter, as sug- 
gested by the fact that more than 10 per cent of 
the cancer deaths in our male population are at- 
tributable to this disease. It is an unfortunate 
fact that more than 95 per cent of clinically re- 
cognizable prostatic cancers are incurable at the 
time the diagnosis is made, an observation that is 
particularly disappointing when it is remembered 
that the prostate is accessible to periodic exam- 
inations by digital-rectal examination. Surgically 
curable prostatic cancer produces no symptoms. 
Since benign prostatic enlargement frequently co- 
exists with prostatic carcinoma, patients with 
early lesions may manifest symptoms of prostatic 
obstruction. As prostatic cancers grow and be- 
come surgically incurable, they may produce ob- 
structive symptoms similar to those produced by 
benign enlargements of the prostate. Further- 
more, with metastases clinical manifestations 
become common. 

Characteristically, in the patient with a sur- 
gically curable lesion, a discrete area of stony 
induration is palpable on the posterior aspect of 
the gland (Figure 2). Not all prostatic nodules 
are cancer, nor, unfortunately, do all prostatic 
cancers produce palpable nodules. About 50 per 
cent of prostatic indurations in the cancer age 
group, radiographically demonstrated not to be 
due to calculus, are the result of neoplasm. 

In the patient with a surgically curable pro- 
static cancer, serum acid and alkaline phospha- 
tases are normal. Since the only cure for prostatic 
carcinoma is radical excision while the lesion is 
still confined to the gland itself, and since digital- 
rectal palpation still affords the best practical 
method of detection of the surgically curable 
lesion, the responsibilities of the medical profes- 
sion are clearly defined. Final confirmation of the 
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K.M. 48-YEAR-OLD FEMALE CA. KIDNEY NEPHRECTOMY 


Highest Daily Temperature 


Dihydrostreptomycin Penicillin 
2 Gm. 400,000 U. 


Aureomycin Chlorothiazide 
2 Gm. 1 Gm. 
Days 0 5 10 15 20 


*Patient developed fever (up to 100° daily) six weeks prior to data on graph. 


FIGURE 1. Temperature chart of a woman who developed fever, 
sweats and malaise as the first and only symptom of a renal 
adenocarcinoma. She is well more than ten years since neph- 
rectomy. 


CLINICALLY EARLY PROSTATIC CANCER 


Symptoms: None 


Clinical Findings: Localized 
prostatic induration 


Laboratory Studies: Negative 


Pathology: Carcinoma 


FIGURE 2. Diagram of prostate, seminal vesicles and lower 
ureters. Clinically early prostatic cancer is represented by an 
isolated, more or less indurated nodule palpable on digital-rec- 
tal examination. 


clinical suspicion of prostatic carcinoma must 
rest with pathologic examination. Although 
examination of the expressed prostatic fluid by 
the Papanicolaou technique will occasionally 
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FIGURE 3. Very early carcinoma of the penis developing in an 
area of chronic inflammation. 


give a positive result, the frequency of false 
negative results and the theoretic risk of massage 
in this clinical situation make this a procedure of 
questionable value. Aspiration biopsy of suspi- 
cious nodules performed either through the 
perineum or transrectally, or actual open biopsy 
are the methods of pathologic diagnosis most 
commonly employed when radical excision of the 
prostate is being considered. 


Testicular Neoplasms 


The vast majority of testis tumors are malig- 
nant. Although these growths occur at any age, 
the greatest incidence is between the ages of 20 
and 40 years. Painless enlargement and a drag- 
ging discomfort are the most common presenting 
symptoms. Occasionally the onset of the lesion 
may be heralded by acute symptomatology sug- 
gestive of epididymitis. On physical examination 
the testicle is characteristically smooth and 
symmetrically enlarged, but occasionally the 
tumor may be somewhat bosselated and variable 
in consistency. Any hardness, enlargement or 
irregularity of the testis proper should be con- 
sidered suspicious of neoplasm. When hydrocele 
complicates differential diagnosis, aspiration of 
the hydrocele will permit more accurate palpa- 
tion of the testis but the testis per se should never 
be aspirated. Although the most common early 
manifestations of a testis tumor are confined to 
the testis itself, some patients present with 
gynecomastia resulting from chorionic gonado- 
tropin production by the tumor and some present 
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with symptoms of metastasis. Since the unde- 
scended testis seems more susceptible to de- 
velopment of neoplasm than does the normally 
situated organ, the patient who has abdominal, 
pelvic or gastrointestinal symptoms in associa- 
tion with a cryptorchid testis should have the 
possibility of neoplasm of the testis considered in 
differential diagnosis. In any questions of doubt 
regarding the nature of a scrotal enlargement, 
exploration of the testis through an inguinal in- 
cision will provide the most simple, most direct 
and safest answer. 


Penile Neoplasms 


Epidermoid carcinoma is the most common 
and important form of penile cancer. Such neo- 
plasms are rare under 30 years of age and are 
almost unknown in individuals who have been 
cireumcized in early infancy. The majority of 
neoplasms occur on the glans, in the coronal sul- 
cus or on the mucosal surface of the prepuce. The 
lesion may begin as a warty excrescence or as a 
small papule (Figure 3). Pain is an uncommon 
early manifestation, but a history of chronic 
balanitis and phimosis with itching and dis- 
charge often antedates the appearance of an ob- 
vious neoplasm. Often, marked phimosis pre- 
cludes evaluation of the nature or extent of any 
lesion and in such instances a dorsal slit or cir- 
cumcision may be essential. Simple biopsy of any 
abnormal area is a sine qua non to diagnosis, and 
considering what a simple procedure this is, it is 
amazing how many patients with far-advanced 
penile carcinoma present with a history of having 
had multiple forms of local treatment with never 
a biopsy to provide a pathologic diagnosis. 

In the present state of our knowledge of the 
cancer process, earlier diagnosis offers the great- 
est practical prospect of improving the end re- 
sults of therapy. The responsibility for earlier 
diagnosis rests primarily with the general practi- 
tioner. 
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Lymphoma and Leukemia 


WILLIAM GELLER, M.D. 


Assistant Attending Physician 
Department of Medicine 
Memorial Center, New York 


IN THE PAST, it has been said that if one knows 
syphilis, one knows medicine. Today, it is appro- 
priate to say that to know the malignant 
lymphomata, one must know medicine. Included 
under the heading of malignant lymphoma are 
Hodgkin’s disease and lymphosarcoma (follicular 
and lymphocytic lymphosarcoma and reticulum 
cell sarcoma) and their variants. 


Clinical Manifestations 


The early manifestations of the malignant 
lymphomata can be most varied. The onset may 
be heralded only by the painless enlargement of 
one or more lymph nodes. Or, it may present it- 
self with an acute illness characterized by ano- 
rexia, weight loss, fever, anemia and a positive 
review of systems. As these diseases may origi- 
nate in any portion of the body, the early symp- 
toms will depend on what organ is displaced, 
compressed or compromised in any way. Primary 
pulmonary symptoms of cough, or pleuritic pain 
or dyspnea may initiate the illness. Or the gastro- 
intestinal tract is involved by jaundice or atypi- 
cal uleer symptoms, or by small bowel dysfunc- 
tion. 

Genitourinary tract involvement manifests it- 
self by symptoms of infection or obstruction to 
the flow of urine. Localized edema secondary to 
lymph node enlargement is not unusual. Oc- 
casionally an acute hemolytic anemia may be the 
earliest sign of trouble. 
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It is a safe rule to state that if a lymph node 
remains enlarged, with no adequate explanation, 
for three or four weeks, it should be excised or 
biopsied. If there is widening of the mediastinal 
shadow, a scalene node biopsy, or if necessary, a 
thoracotomy should be carried out. A tissue diag- 
nosis is most important and every effort should 
be made to obtain one before initiating therapy. 
A therapeutic trial with radiation or chemo- 
therapy is to be condemned except in a few rare 
situations. 


Therapy 


Therapy is dependent on the extent of the dis- 
ease. Generally speaking, localized disease is 
treated intensively; generalized disease sympto- 
matically. 

Except for the diagnostic biopsy, the very lo- 
calized cervical node enlargement or the isolated 
organ involvement of the gastrointestinal tract, 
the role of surgery is limited. High voltage irra- 
diation (250 kv to 1,000 kv) is the mainstay of 
current therapy. For localized disease 2,400r to 
3,000r (air) in fractionated doses can often be a 
sterilizing dose and offer a good chance for five- 
year survival. If two contiguous lymph node 
areas are involved, a dose of 2,000r to 2,400r is 
administered. For generalized lymph node in- 
volvement, with no systemic symptoms, local- 
ized radiation therapy (1,000r) to each of these 
areas is an effective treatment. If systemic symp- 
toms (fever, pruritis, anorexia, anemia) are also 
present, the combined use of a chemotherapeutic 
agent such as nitrogen mustard (HN,) 0.4 mg./ 
kilo body weight in one or divided doses followed 
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by localized radiation is recommended. The he- 
matologic depression associated with chemo- 
therapeutic agents is a limiting factor in treat- 
ment. Frequent determinations of the hemo- 
globin, white blood count, red blood count, differ- 
ential and platelets are recommended. 

Hodgkin’s disease and reticulum cell sarcoma 
are usually more resistant to radiotherapy than 
lymphosarcoma. One may then need to moderate 
the doses previously listed when dealing with 
lymphosarcoma. 

The chemotherapeutic agents—nitrogen mus- 
tard (HN2), triethylene melamine (TEM) and 
chlorambucil (Leukeran) are used for widespread 
disease with systemic symptoms. Steroids (corti- 
sone or prednisone) will quickly detoxify the 
patient and may cause some shrinkage of nodes 
in lymphosarcoma, but not in Hodgkin’s disease. 
General supportive measures including anti- 
microbial therapy, blood transfusions and gam- 
ma-globulin are used as indicated. 


FIGURE 1. Iliac crest aspiration procedure. 
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Leukemia 


The leukemias are divided into the acute and 
chronic forms. They are further differentiated by 
the type of abnormal cell, i.e., lymphocytic or 
granulocytic. 


ACUTE LEUKEMIA 


Acute leukemia is one of the most common 
malignancies in children. It is relatively rare in 
the adult, but does appear to be increasing in 
frequency. 

The initial symptoms vary, for they depend 
for their development on the location of leukemic 
infiltrations, glandular enlargements and hemor- 
rhages, as well as on systemic manifestations, 
such as fever, anemia and toxemia. Acute leuke- 
mia may be abrupt, with the symptoms of an 
upper respiratory infection, associated with pallor 
and anorexia and fever. A bleeding disorder with 
crops of petechiae and bleeding from any orifice 


FIGURE 2. Normal bone marrow. 
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FIGURE 5. Chronic granulocytic leukemia, bone marrow. FIGURE 6. Chronic granulocytic leukemia, peripheral blood. 
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FIGURE 3. Acute leukemia, peripheral blood. FIGURE 4. Chronic lymphocytic leukemia, peripheral blood. 
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or profuse vaginal bleeding may be the earliest 
sign. Acute gastrointestinal symptoms with an 
ulcerative stomatitis is a less common onset. 
There is a moderate lymphadenopathy, splen- 
omegaly and hepatomegaly. If one thinks of this 
illness, the diagnosis is readily established by an 
abnormal peripheral blood smear and bone mar- 
row aspirate (Figures 1, 2 and 3). The bone mar- 
row will show almost complete replacement with 
immature white blood cells (stem cells), a paucity 
of megakaryocytes and decreased erythrocyte 
precursors. 

Initial therapy will depend on the severity of 
the presenting symptoms. Steroids in large 
amounts, i.e., 100 mg. prednisone daily, are used 
for the patient with marked toxemia and bleeding 
due to a severe depression of the platelets. 

In children, a remission will occur in a large 
majority of cases. When resistance appears, as it 
inevitably does, amethopterin (Methotrexate) in 
doses of 1.25 to 5 mg. daily by mouth is instituted. 
When resistance develops to this agent, a new 
remission may be obtained with 6-mercaptopu- 
rine in a daily oral dose of 2.5 mg./kg. of body 
weight. The sequential use of these agents along 
with the use of transfusions and antimicrobial 
therapy has resulted in a 50 per cent survival rate 
of one year or longer in children under 5 years of 
age. 

In adults, 6-mercaptopurine has been the only 
agent which has resulted in a remission rate of 
about 25 per cent for a six-month survival period. 
Steroids will detoxify the patient but do not alter 
the course of the disease. 


CHRONIC LEUKEMIAS 


The chronic leukemias vary considerably in 
their initial presentation. 

Chronic lymphocytic leukemia. This is a rela- 
tively benign disease which may show itself only 
by an abnormal number of lymphocytes (60 to 90 
per cent) in the peripheral blood, along with a 
moderate enlargement of lymph nodes and 
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splenomegaly (Figure 4). There may be the usual 
symptoms of anemia or bleeding associated with 
thrombocytopenia. The diagnosis is established 
by finding lymphocytic infiltration of the bone 
marrow or peripheral blood. No therapy is indi- 
cated if the patient is asymptomatic or if there is 
no anemia or thrombocytopenia. Small amounts 
of radiation therapy 100r to 300r (air dose) in 
fractionated doses to the enlarged spleen or en- 
larged lymph nodes will quite predictably result 
in remission. The use of such small amounts of 
radiation therapy will allow the repetition of this 
treatment, as necessary, without any untoward 
systemic symptoms or skin damage. Chloram- 
bucil in doses of 0.1 to 0.2 mg./kilo body weight 
daily for four to six weeks with a maintenance 
dose of 0.05 mg./kilo body weight is another ef- 
fective form of therapy. (Triethylene melamine is 
effective but less predictable.) Prednisone in mod- 
erate doses (20 to 40 mg.) daily can be success- 
fully used for long-term management. It has the 
unique feature of being the only therapy which 
will not depress bone marrow activity. At times, 
it is necessary to combine steroids with localized 
radiation therapy. 

Chronic myelogenous leukemia. This disease is 
quite different in its behavior. It may have an in- 
sidious onset with no symptoms and only an ab- 
normal blood picture. Or the symptoms of anemia 
or bleeding may be the presenting findings. Left 
upper quadrant pain—dull, dragging because of 
a very large spleen—may bring the patient to his 
physician. The onset can be bizarre because of 
the leukemic infiltrations in any organ or tissue. 
These patients usually have small lymph nodes 
and a large spleen. The diagnosis can be made on 
the finding of an abnormal number of myelocytes 
(20 to 60 per cent) in the peripheral blood or bone 
marrow (Figures 5 and 6). The anemia is usually 
normochromic, normocytic in type. The treat- 
ment of chronic myelogenous leukemia is more 
intensive than that of chronic lymphocytic leuke- 
mia. Radiation therapy—300r to 600r in frac- 
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tionated doses to the large spleen will usually 
bring about an initial remission. Systemic ther- 
apy can be instituted with triethylene melamine 
5 mg. weekly for four consecutive weeks. Bisulfan 
(Myleran) in 4 to 8 mg. daily doses can be effec- 
tively used for long-term management. The dose 
is reduced or discontinued when the white blood 
count falls to 30,000 or the platelets to 50,000. 


Steroids have a nonspecific effect as they usually 
do not cause a shrinkage of nodes or spleen. 

There are many other agents which have been 
used in the treatment of these illnesses. And, 
many new forms of therapy are coming from the 
research laboratory. But the methods mentioned 
have withstood the test of time and when cor- 
rectly used yield good results. 


Cancer of the Skin 


CHARLES J. McPEAK, m.D. 


Assistant Attending Surgeon 
Gastric and Mixed Tumor Service 
Memorial Center, New York 


BECAUSE of the great variety of skin lesions and 
because of the gross similarity of these skin 
lesions they constitute one of the enigmas of 
diagnosis. 

Since the skin is the body’s contact with its 
surroundings, it is subject to a multiplicity of 


traumata. The reactions to these traumata as - 


manifest in the skin are many. Moreover, many 
of the systemic conditions within the body are 
likewise manifest by changes in the skin. a 

Of all the skin lesions, the pigmented nevus 
presents a particular problem. Although the vast 
Majority of pigmented nevi are benign, those 
that are potentially harmful can be so devastat- 
ingly malignant they demand our critical 
attention. 
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Benign Lesions 
JUNCTIONAL NEVUS 


The junctional nevus, although it may meas- 
ure several centimeters in diameter, is usually less 
than 0.5 cm. in diameter. It is smooth, soft and 
flat, but may be raised only enough to give the 
appearance of a dab of thin, dark brown paint on 
the skin. It does not contain hair. The depth of 
the color is dependent on the amount of pigment 
contained; however, it is usually of a black- 
brown, “‘black coffee’’ color. 

This lesion may be found in any area of the skin 
or visible mucous membrane; the flat, dark le- 
sions seen on the palms and soles, and about the 
genitalia and perianal region are almost certain 
to be junctional nevi. 

Microscopically, the junctional nevus is con- 
fined to the epidermal layer of skin and is char- 
acterized by “‘nests” of epithelial cells at the base 
of the epidermis. 

Because of the close microscopic relationship 
between the early melanoma and the active junc- 
tional nevus, this lesion warrants suspicion. 
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INTRADERMAL NEVI 


Intradermal nevi may be many shades of 
brown depending upon the amount of pigment 
contained. They may be smooth, or wrinkled 
and papillary, and often contain hair. Usually, 
they are elevated, soft and compressible. This 
type of nevus is usually not found on the genitalia 
or on the depigmented areas of the hands or feet, 
i.e., the palms and soles. 

Microscopically, the epidermis is intact, but 
may be attenuated. The neoplastic cells are 
entirely confined to the dermal layer of the skin. 
The intradermal nevus has little likelihood of 
becoming a malignant lesion. 


COMPOUND NEVI 


Compound nevi contain the elements of a 
junctional nevus and an intradermal nevus. The 
compound nevus is really an intradermal nevus 
which is confined to the dermis, and an overlying 
junctional nevus which is confined to the 
epidermis. 

Clinically, these lesions appear to be intra- 
dermal nevi with perhaps some darker areas of 
pigmentation. They may contain hair and are 
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FIGURE 1. Technique for excisional biopsy of nevus. 
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usually slightly elevated as is the intradermal 
nevus. 

By virtue of the junctional nevus component, 
they may have a melanoma potentiality. 


JADASSOHN’S NEVUS 


The blue nevus or Jadassohn’s nevus derives 
its descriptive name from its clinical appearance. 
In the dermal layer of this nevus there are heavy 
deposits of melanin; the intact epidermis covers 
the pigmented portion of the lesion, thereby hav- 
ing the pigment impart a blue-black color to the 
nevus. 

These nevi are usually less than 1.0 cm. in 
diameter and are slightly elevated. They have a 
rather firm consistency giving the impression of a 
smooth, discrete, discoid nevus when examined. 
They are seen most commonly on the dorsum of 
the hands and feet and on the face. 

The blue or Jadassohn’s nevus offers but rare 
malignant potentiality; however, there have 
been a few documented malignant blue nevi. 


SCLEROSING ANGIOMATA 


Sclerosing angiomata are usually found on the 
legs, and most frequently in women. They vary 
in size from a few millimeters to a few centi- 
meters, the most common lesion measuring about 
0.5 cm. in diameter. Sclerosing angiomata are 
entirely confined to the skin, are slightly elevated 
and give the impression of being a discoid area of 
firm, hard fibrous tissue. These benign skin le- 
sions are characterized by a pale brown color 
which is intensified at the periphery of the lesion, 
thereby imparting a suggestion of a halo. Histo- 
logically, the dermis is replaced by spindle fibrous 
cells with interlacing lumina of capillarylike 
structures. 


Pyogenic Granuloma 


Although the nonpigmented form of melanoma 
is comparatively rare, when it does occur it may 
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be confused with the harmless pyogenic granu- 
loma. These granulomata are small, measuring 
0.5 to 1.0 em. in diameter. The color may vary 
from pink to a deep violaceous color. Although 
they may be sessile in character, they are most 
often pedunculated. Because of their delicate 
and vascular structure they macerate and bleed 
easily. These granulomata can be traced to 
trauma in most instances. 


LESIONS OF THE SKIN 


These illustrations represent some typical and some not so 
typical lesions of skin. Furthermore, they demonstrate that the 


I. Junctional Nevus 
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Melanoma 


The clinical diagnosis of the fully-developed, 
advanced melanoma lesion is not an aim of this 
presentation. Instead we are concerned with the 
management of the very early melanoma or the 
premalignant pigmented lesion. 

The early, small, borderline or superficial 
melanoma is one in which the dermal layer of the 


early manifestation of a malignant melanoma may be very 
similar to some very characteristic benign lesions. 


II. Intradermal Nevus 


131 


| 


Symposium 
on the Diagnosis and Management 
of Early Cancer 


skin is not invaded. Microscopically, this lesion the nevus. In fact, there will be benign-appear- ff €' 
is not far removed from the junctional nevus. ing lesions, removed for prophylactic purposes, § ™ 
It is often a dark brown or black lesion, elevated that will chagrin the most experienced observer 

so slightly that it may give the appearance of a when they are reported to be malignant. al 


dab of dark paint or tar on the skin. 


The surface is smooth and soft, and almost al- . . tk 
ways hairless. The edges may be irregular or Management of the Pigmented Lesion ne 
symmetrical. It sometimes looks as though it Naturally one cannot remove for biopsy all the 
could be scraped away with a sharp blade. nevi one encounters; some selectivity must be 

On the other hand, an early melanoma may be exercised. Based chiefly on the Memorial Hos- 
the activation of a junctional or compound nevus pital experience with melanoma, as well as our 
with little change in the physical appearance in own observations in the Strang Clinic, we have 


III. Compound Nevus IV. Compound Nevus \ 
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evolved a pattern of management of the pig- 
mented lesion: 

1. Complete excisional biopsy of any question- 
able nevus. 

2. Complete excisional biopsy of any lesion 
that appears to be a junctional or a compound 
nevus, especially: 

a. Those occurring on the feet or hands, 
particularly those on the soles or palms, and 
in the nail beds. 

b. Those nevi occurring in areas of irrita- 
tion, i.e., collar, bra or belt line. 


V. Blue Nevus 
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c. The nevi of the genitalia or perianal 
region. 
d. Nevi in the mucous membranes. 

3. Annual evaluation of the entire skin for any 
change in previously documented nevi, and for 
the discovery of recently developing nevi. 

Partial excision or biopsy is not considered un- 
less the lesion is of sufficient size, or its location 
would result in a grossly disfiguring scar if the 
lesion were to be completely removed. In the 
latter case, the disfigurement resulting from a 
complete excisional biopsy may well outweigh 


VI. Melanoma 
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the advantages of the prophylactic excision. 

Serious attention should be directed toward 
the nevus that begins to itch or shows evidence of 
increasing size or increased pigmentation, or any 
inflammation of the nevus. 

Bleeding, ulceration or satellite formation are 
ominous signs. 

A proper excisional biopsy should include the 
full thickness of the skin, i.e., down to the under- 
lying subcutaneous fat (Figure 1). 


In order to encompass the entire lesion it 
should include 2 to 3 mm. of skin on either side of 
the nevus. With a field block of local anesthesia, 
so that the anesthetic agent will not be injected 
into the immediate margin of the lesion, the 
nevus can be excised without distortion of the 
surrounding skin and excised in the lines of skin 
cleavage. 

The necessity of microscopic evaluation of each 
lesion removed is self-evident. 


Detection of Diastolic Murmurs 


DURING THE COURSE of acute rheumatic fever and 
rheumatic heart disease, detection of a diastolic 
murmur has considerable importance in confirma- 
tion of the diagnosis and to some extent in prog- 
nosis. Feinsteinand Di Massa sought to determine 
the frequency with which such “fresh” diastolic 
murmurs are missed. Their judgment was based 
upon their own findings in 359 patients who had 
had recent acute attacks of rheumatic fever and 
had been transferred to Irvington House from 
other places. The results were as shown in the 
chart at the right. It was evident that diastolic 
murmurs of active rheumatic carditis were 
recognized more frequently in patients who had 
been studied in “teaching hospitals” than in 
patients who were referred from other sources. 
The authors noted that this “‘need not be due to 
the greater skill of the examining or consulting 
personnel, since it may result merely from the 
greater number of examiners and increased fre- 
quency of auscultation at these (teaching) in- 
stitutions.” 

As explanations for the “missed-murmur” 
phenomenon, Feinstein and Di Massa listed the 
following: 
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1. Too rapid examination. 

2. Noisy room. 

3. Tachycardia. 

4. Failure to auscultate after exercise. 

5. Failure to use the stethoscopic bell. 

6. A fatigued examiner. 

7. Infrequent examinations. 

8. Incorrect timing, so that the murmur is 
considered “systolic.” 

9. Uncritical acceptance of other examiners’ 
opinions. 

(New England J. Med., 260:1331, 1959.) 


Frequency of the phenomenon 
of the “missed” diastolic murmur 
in cases of acute rheumatic carditis 


Patients referred from nonteaching hospitals 


Patients referred from teaching hospitals 


T T er T T T 1 
10 20 30 40 50 60 70 
Number of cases 


Cases in which diastolic 
murmurs were “missed” 
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Biologic Warfare Defense 


(British War Office announcement, London, March 
14) SoME human volunteers in military service 
are being exposed to certain “nerve gases” in re- 
search aimed at developing antidotes. “Some 
doses well within the safety limits are administer- 
ed in carefully prescribed and controlled condi- 
tions, with the object of discovering suitable anti- 
dotes for the effect of these materials,”’ the War 
Office said. 


Nutrition and Alcoholism 


(National Vitamin Foundation, New York, March 
1) IN LABORATORY animals, high intake of protein 
can prevent development of cirrhosis of the liver 
under excessive alcohol intake. Whether this holds 
true for man has not yet been proved. The relative 
role of alcohol in etiology of cirrhosis is still un- 
clear.—Dr. GERALD KLATSKIN, Yale University. 


Cervical Cancer Results 


(American Radium Society, San Juan, Puerto 
Rico, March 17) EMPHASIS on early diagnosis of 
cervical cancer is commendable, but “tends to 
obscure the fact that even advanced lesions may 
respond satisfactorily to treatment.” Among 
1,143 patients who received definitive radiation 
therapy—radium implants and x-ray or cobalt-50 
irradiation—between 1940 and 1949, the over-all 
survival rate was 49 per cent for five years and 40 
per cent for ten years.—Drs. DAviD G. DECKER 
and MARTIN VAN HERIK, Rochester, Minn. 


Tobacco’s “Brain Lift” 


(Symposium on Nicotine, New York Academy of 
Sciences, New York, March 25) “It seems to me 
extremely likely that the pleasure of smoking is in 
part derived from the release of norepinephrine 
from its store in the brain by nicotine, the release 
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giving an increased feeling of cheerfulness and a 
sense of relief from fatigue.’”’ Nicotine entering the 
bloodstream may also increase heartbeat by 
similar action upon norepinephrine stores in heart 
tissue.—Dr. J. H. BURN, Oxford University. 


Fatty Meal Hazard 


(American College of Physicians, San Francisco, 
April 5) IN PERSONS who already are athero- 
sclerotic, a meal containing large amounts of 
animal fat may produce brain stroke. From 
animal and human studies, the high-fat meals 
apparently make blood cells more cohesive, slow- 
ing blood circulation and transport of oxygen to 
cerebral cells. On meals containing safflower oil 
or codliver oil instead of butter, test subjects 
showed far less reduction of oxygen in the brain. 
—Dnr. Roy L. SWANK, University of Oregon Med- 
ical School. 


The Resistant Heart 


(Symposium on Blood Clotting, New York, March 
26) ANIMAL experiments indicate areas of the 
heart muscle can be rescued as long as four hours 
after being deprived on blood. The research sug- 
gests that agents which break down blood clots 
quickly could be useful in treating coronary heart 
attacks and saving life from sudden occlusion due 
to blood clots——Dr. PAuL I. RUEGSEGGER, 
Sloan-Kettering Institute for Cancer Research. 


The Fetal Heartbeat 


(American College of Obstetricians and Gynecolo- 
gists, Cincinnati, April 6) AN ELECTRONIC heart- 
beat recorder promises to aid diagnosis of causes 
of abnormal heart rates in fetuses, and reduce 
incidence of mental or physical defects caused by 
poor environment just prior to birth. “Since fetal 
damage may take place in a few minutes,” routine 
stethoscopic checks on heartbeat may “‘miss the 
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early signs of fetal distress so that damage or 
death may take place between the times when the 
baby’s heart rate is checked.”—-Dr. EDWARD H. 
Hon, Yale University. 


New Vitamin—No. 15 


(Distillers Feed Research Conference, Cincinnati, 
March 23) ANEW vitamin has been discovered and 
isolated from distillers’ dried solubles, the first 
found since vitamin By, in 1948. It produces 
definite beneficial growth effects in chickens and 
turkeys, and its role in human or other animal 
diet now is being studied. Vitamins A, C, D, E 
and K, and nine B vitamins are known at pres- 
ent.—Dr. J. R. Coucu, Texas A & M College. 


Expanding Cancer Chemotherapy 


(American Cancer Society seminar for science 
writers, Louisville, Ky., March 27) APPROXIMATE- 
LY 110 new drugs now are undergoing clinical 
trial as anticancer agents in a cooperative pro- 
gram involving more than 8,000 patients, 150 
hospitals and clinics, and the Cancer Chemother- 
apy National Service Center.—Dr. STUART SEs- 
SOMS, director of the service. 


Free Of Side Effects 


(Ibid., March 27) AZAURIDINE, first developed at 
Yale University, has produced some temporary 
benefits in adult acute monocytic leukemia, and 
acute leukemia in children. Most interestingly, it 
produces no side effects. The drug at present is in 


extremely limited supply for clinical study, its 
production being so involved that at present it 
costs $10,000 per pound.—Dr. ARNOLD D. 
WELCH, Yale University pharmacologist. 


Rapid Smog Analyses 


(House Appropriations Subcommittee testimony, 
Washington, D.C., March 21) NEW TECHNIQUES 
make it possible to measure carcinogens in city 
air in about five minutes. “‘A preliminary survey 
of 140 cities, using the new method, has been 
completed in the past year, providing data on the 
levels of these cancer-producing chemicals in the 
city atmosphere. Substances demonstrating can- 
cer-producing activity have been identified and 
isolated from the atmosphere of certain cities. 
Extracts from these same atmospheres have pro- 
duced tumors in experimental animals.”—Dr. 
LEROY E. BURNEY, Surgeon General, USPHS. 


Psychotherapy of Aged 


(National Health Forum, Miami Beach, March 16) 
IT Isa fallacy to attribute all emotional disorders 
of the aged to organic cerebral changes for which 
there is no therapy. Various individual and group 
therapies have proved beneficial to some extent. 
“Successful management of the psychiatric ail- 
ments of the elderly must be predicated upon 
knowledge of the ‘normal’ mental health of this 
period of life’ with realization that heredity and 
constitution in part mold the psychologic pic- 
ture of the senescent.—Dr. MATHEW Ross, med- 
ical director, American Psychiatric Association. 
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FIGURE 1. X-ray of the chest of a 45-year-old white male 
showing extensive infiltration and cavitation in the left 
upper lung field and mottled density in the left lower lung 
and right upper lobe. At the right base there are small calci- 
fied parenchymal nodules and right hilar calcification rep- 
resenting a healed primary complex of histoplasmosis. 
DIAGNOSIS: Chronic active fibrocavitary histoplasmosis. 


Chronic Fibrocavitary 
Histoplasmosis 


SOL KATZ, M.D. 
Associate Medical Editor, GP 


IT Is NOW fully appreciated as a result of histo- 
plasmin skin testing that infection by Histoplas- 
ma capsulatum is widespread. About 30 million 
people in this country have a positive histoplas- 
min skin test. Although reported from most of 
the states, the greatest prevalence of this infec- 
tion is in the central portion of the eastern half 
of the United States. 

Many variants of histoplasmosis exist from 
the most common clinically silent variety with 
or without pulmonary calcification, and detected 
by skin testing to the rarest example, the dis- 
seminated fatal form. Between these two cate- 
gories there are many acute and chronic types 
which may resemble more familiar disease en- 
tities. 

Chronic fibrocavitary histoplasmosis is a strik- 
ing example of the masquerade which this disease 
assumes. Clinically and roentgenographically it 
is usually indistinguishable from tuberculosis. 
Recent studies have revealed that in the areas 
of highest incidence of histoplasmosis many pa- 
tients with fibrocavitary histoplasmosis are erro- 
neously admitted to tuberculosis sanitoriums. 

Most of those with chronic fibrocavitary histo- 
plasmosis are middle-aged or older white males 
with such low grade symptoms as cough, expec- 
toration, malaise, fatigue, sweating, weight loss 
and fever. At times the patients may be asymp- 
tomatic. Many have had these manifestations for 
— or years before the diagnosis is estab- 
ished. 
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FIGURE 2. (Above, right) Same patient shown in FIGURE 1 taken six 
months later: There has been considerable extension of the disease in 
the right upper lung field with a decrease in the mottled density in the 
left lower lung. 


The histoplasmin skin test is usually positive 
and sputum examination by culture on Sabour- 
aud’s medium or cornmeal agar or mouse inocu- 
lation is positive in most instances for H. 
capsulatum. The complement fixation test and 
other serologic tests such as the collodion aggluti- 
nation test show an elevated titer. 

Roentgenograms of the chest reveal unilateral 
or bilateral infiltration and cavitation especially 
in the upper lung fields. In most cases there are 
hilar and/or pulmonary calcifications indicative 
of healed primary histoplasmosis. The lesions 
may remain stationary for prolonged periods or 
show slow progression. Some patients demon- 
strate gradual improvement. Spontaneous com- 
plete healing is rare. 

The pathogenesis of chronic fibrocavitary his- 
toplasmosis is not firmly established. Most of 
these patients have lived in a highly endemic 
area of histoplasmosis. They show roentgen evi- 
dence of a healed primary histoplasmic infection. 
The cavitary variety of histoplasmosis represents 
either endogenous reactivation or exogenous re- 
infection. 

The best therapy at the present time for chronic 
fibrocavitary histoplasmosis consists of the com- 
bined use of amphotericin B and surgical resection 
where feasible. When surgery cannot be per- 
formed because of the extent of the disease 
amphotericin B alone may result in sputum con- 
version, roentgenographic improvement and a 
fall in antibody titer. 
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Thyrotoxic Patients 


WHILE THE DIAGNOSIS of thyrotoxicosis is most 
often easy, there are many cases which give rise 
to uncertainty. Crooks and colleagues have 
estimated the relative validity of an objective 
clinical diagnostic index when compared to the 
newer laboratory tests of thyroid function. The 
clinical features most helpful in making a diag- 
nosis were increased appetite, loss of weight, 
preference for cold weather, hot sweating hands, 
persistent tachycardia and hyperkinesis. A clini- 
cal index was tested by repeated independent 
observers in 99 unquestionably nontoxic and 83 
unquestionably thyrotoxic patients and the index 
was found to be as accurate as any combination 
of laboratory tests in the diagnosis of the thyro- 
toxic state. This study emphasizes again the im- 
portance of clinical diagnosis and the infrequent 
need of expensive laboratory procedures in the 
diagnosis of thyroid disease. (Quart. J. Med., 
28:211, 1959.) 


EDTA in Cardiac Arrhythmias 


EXPERIMENTALLY, an elevated concentration of 
calcium ion increases ventricular myocardial 
irritability. Perfusion with calcium-free solutions 
in experimental ventricular fibrillation restores 
sinus rhythm. These old observations have 
prompted Surawicz and his colleagues to lower 
the serum calcium levels in patients with a 
variety of cardiac arrhythmias. This they accom- 
plished with intravenous infusions of a 10 per 
cent solution of disodium ethylenediamine tetra- 
cetic acid (Na,EDTA). This is a safe and widely 
used agent for the chelation of calcium. 
Forty-six patients with cardiac arrhythmias 
were studied. Side effects were minor. The de- 
crease of serum calcium averaged 1.18 mEq. per 
1. Atrial ectopic beats were abolished or sig- 
nificantly suppressed in seven out of 14 patients, 
and ventricular ectopic beats were suppressed in 
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16 out of 25 patients. EDTA was ineffective in 
nine cases of atrial fibrillation and in four cases of 
atrial flutter. Atrial flutter was abolished in one 
patient. 

No relationship could be established between 


‘the effectiveness of this therapy and any of the 


following factors: presence or absence of digitalis, 
presence or absence of heart disease, level of 
heart rate, or the degree of induced hypocalcemia. 

In the majority of patients whose ectopic 
beats were suppressed, calcium chloride produced 
their reappearance. When potassium infusions 
were combined with EDTA, the antiarrhythmic 
effect was only occasionally stronger. The authors 
do not think that EDTA for arrhythmias is yet 
established as clinically useful. (Am. Heart J., 
58:493, 1959.) 


Forbidden Clones 


BURNET discusses autoimmune disease in terms 
of group or clones of body cells which have under- 
gone what amounts to somatic mutation with the 
emergence of ‘forbidden patterns” which can 
react with body components and produce a wide 
variety of diseases. Admittedly a theoretic con- 
cept, it is presented with detailed references to 
experimental immunology and a consideration of 
acquired hemolytic anemia and disseminated 
lupus erythematosus as clinical examples. 

While the author admits that the approach is 
an unpopular one since it includes somatic muta- 
tion—an inevitable, irreversible process—he is 
hopeful that physicians will not foster “the 
naive expectation of the public that genetic 
anomalies, including feeblemindedness, cancer, 
the degenerative disabilities of age, and death 
itself, will all eventually be overcome as surely as 
we can deal with pneumococcal pneumonia or 
malaria. There will always be much we can do as 
doctors, but we must base our expectations on 
facts and leave a belief in miracles to others.” 
(Brit. M. J., 2:645, 1959.) 
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Stings 

THOMAS emphasized the importance of early 
recognition and treatment of insect bites to ward 
off severe constitutional or anaphylactoid reac- 
tions in the sensitive patient. The honey bee has 
a barbed stinger which is retained in the sting 
site and should be searched for and removed at 
once since it takes several minutes for the accom- 
panying small venom sac to be injected. The 
local treatment for stings includes application of 
either sodium bicarbonate or household am- 
monia, or ice-cold compresses. Systemic therapy 
involves the use of a tourniquet, or multiple 
tourniquets, proximal to the sting or stings and 
the administration of rapidly acting sympathi- 
comimetic drugs. 

Thomas urges prompt action since it is the 
first 30 minutes which is the critical period in the 
allergic patient who has been stung. (Virginia M. 
Month, 86:617, 1959.) 


Obesity 

OLSON indicates that obesity is the most prev- 
alent health problem in the United States. The 
diagram at the right shows the prevalence of 
obesity in the United States. There is a sharp rise 
after the age of 30, and a 28 per cent incidence in 
the middle years. The probable reasons for the 
decline after 60 include: (1) increased mortality 
rates of the obese individuals, and (2) spontane- 
ous reduction in food intake in older individuals. 
According to the analysis of the author, there is a 
decided association of obesity with atherosclero- 
sis, diabetes, hypertension and cholecystitis al- 
though the mechanisms are obscure and therapy 
both difficult and frequently unrewarding. Atten- 
uation of energy expenditure and psychologic 
need for food most frequently obliterate the 
negative caloric balance established by initial 
adherence of the obese patient to a diet. (J. New 
York Med. Col., 1:46, 1959.) 
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Ulcerative Colitis Treatment 


THE COMBINATION of salicylic acid and sul- 
fapyridine (Azulfidine) is reported by Moertel 
and Bargen as moderately effective in the treat- 
ment of ulcerative colitis. The drug is generally 
given in doses of 6 to 8 mg. per day and it has 
proved satisfactory to give the drug in two-week 
courses separated by a one-week rest period. The 
drug is stored in connective tissue and slowly re- 
leased with more prolonged blood levels of sali- 
cylate and sulfapyridine than would be expected 
in therapeutically active treatment with either 
agent alone. The side effects in 15 per cent of a 
treated group of 183 patients were chiefly nausea, 
vomiting or headache which responded to dose 
adjustment or supportive therapy. The authors 
believe the response to this treatment in chronic 
ulcerative colitis iscomparable to that with ACTH 
or corticoids, more preferable for chronic ad- 
ministration, and, while not any final solution, 
the treatment of choice at present. (Ann. Int. 
Med., 51:879, 1959.) 
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World Hunger 


THE SOLUTION of world malnutrition looks sim- 
ple: distribute the agricultural surpluses from 
the United States and the other exporting coun- 
tries among the countries where there is greatest 
need and at the same time assist the less devel- 
oped countries to improve their agricultural 
practices. Anderson and his colleagues point out, 
however, that the countries where food supplies 
are inadequate must not only increase food pro- 
duction, but must increase the purchasing power 
of the population by the expansion of nonagri- 
cultural enterprises. Man has not yet made a 
worldwide concerted effort to fight hunger, using 
modern scientific and technologic findings. (Am. 
J. Pub. Health, 49:1364, 1959.) 


Blood Group and Resistance to Infection 


A SIGNIFICANT ASSOCIATION has been found be- 
tween ABO human groups and certain diseases— 
e.g., ulcer, gastric carcinoma, diabetes. Infectious 
diseases have shown such relationships too—e.g., 
individuals of blood group B appear to possess a 
slightly greater than usual degree of natural re- 
sistance to poliomyelitis. To Muschel and Osawa, 
these and other studies indicated an association 
between blood groups and infectious disease, 
since relative susceptibility of individuals might 
be influenced by the individual blood groups. 

These authors tested a large number of bacteria, 
viruses and toxoids for serologic blood group 
activity by the hemagglutination-inhibition tech- 
nique. Equivalent quantities of anti-A and anti-B 
were added to varying dilutions of each substance. 
A variety of complement fixation antigens were 
also tested. Purified Vi antigen was also tested, 
and was consistently reactive for group A activity. 
Slight group A activity was obtained with many 
Vi-containing organisms. 

Group B activity was detected in five strains 
of Escherichia coli, serotype 086. In addition, the 
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sera of individuals with elevated anti-B levels 
were considerably more reactive against E. coli 
086 than control sera. Further studies in rabbits 
indicated a bactericidal effect of anti-B upon E. 
coli 086. 

Muschel and Osawa emphasize the need for 
further studies to determine the protective effects 
of isoantibodies against microbial agents. The 
cross-reactivity between blood group substance B 
and E. coli 086 is a model for such relationships. 
(Proc. Soc. Exp. Biol. Med., 101:614, 1959.) 


Medical Hoaxes 


JARCHO ENTERTAINS with an account of practical 
jokes perpetrated by some of the illustrious men 
of medicine. William Henry Welch used to pretend 
that he had an aortic aneurysm and was known 
even to conceal a rubber bulb in his clothing to 
alarm Halstead. Sir William Osler created an 
imaginary Doctor Egerton Y. Davis and pub- 
lished several articles under the pseudonym, in- 
cluding a case report of an extraordinary case of 
vaginal spasm with, to quote Jarcho, ‘‘Rabelaisian 
complications.” (Bull. Hist. Med., 33:342, 1959.) 


Tuberculosis Polyserositis 


POLYSEROSITIS has been defined as a general in- 
flammation of serous membranes with serous 
effusions. Spivey and Wier record their experience 
with 22 cases of polyserositis. In 11 patients 
polyserositis was manifested by bilateral pleural 
effusions. Seven patients had pericardial fluid 
and involvement of one or both pleural spaces. 
Four patients had peritoneal involvement in as- 
sociation with effusion in one or both pleural 
spaces. 

Symptomatology depended upon the site of 
greatest involvement. The duration of symptoms 
prior to seeking medical attention by the patients 
varied from several days to many weeks. Most 
patients complained of malaise, fever, anorexia 
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and other symptomsof a generalized disease proc- 
ess at the time they were first seen, and in most 
instances had pain in the chest, abdomen or pre- 
cordium, depending on the site of the disease. In 
13 cases, acid-fast bacilli, morphologically re- 
sembling Mycobacterium tuberculosis, were seen 
or cultured from various specimens including 
biopsies. The age of the patients ranged from 20 
to 58 with only two patients more than 31 years 
of age. In the literature the most dramatic com- 
plication reported in those patients who survived 
the acute illness was the development of constric- 
tive pericarditis. In the authors’ series, consisting 
of cases treated rather recently, no complication 
has been noted as yet, although the follow-up 
observations are inadequate to this date. 

In the prechemotherapeutic era, miliary tuber- 
culosis and tuberculous meningitis were often fre- 
quent causes of death. 

The immediate prognosis in this type of tuber- 
culosis is good with multiple drug chemotherapy 
of adequate duration. It is the authors’ practice 
to treat these patients with an isoniazid-contain- 
ing regimen for a minimal period of 18 months. 
(Am. Rev. Resp. Dis., 80:259, 1959.) 


Cancer Drug Failure 


PRELIMINARY reports indicated that 5-fluoro- 
uracil, a chemical analog of a pyrimidine active in 
nucleic acid metabolism, had antitumor activity 
in man. There were some limited observations 
that this drug could inhibit the growth of meta- 
static adenocarcinoma of the bowel. A cooperative 
study of 5-fluorouracil by six institutions utilizing 
128 patients with a variety of proven cancers 
indicated a low rate of objective antitumor re- 
sponses at dosage levels which. were fairly toxic, 
and no relationship between antitumor effect 
and toxicity. The conclusion of the various in- 
Vestigators was that 5-fluorouracil was relatively 
useless in the therapy of cancer patients. (Cancer 
Res., 19:985, 1959.) 
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BOSHES warns against the indiscriminate pre- 
scription in his discussion of the values and 
abuses of chlorpromazine and meprobamate. A 
doctor dealing with a functional problem may 
handle the symptoms by the administration of a 
tranquilizing drug, rather than by sitting down 
with the patient to learn what is causing the anx- 
iety. This sets up a vicious cycle of making the 
patient dependent on the treatment with no at- 
tempt having been made to provide him with 
some insight into what might be causing his anx- 
iety. Similarly there have been instances of brain 
tumor where the vomiting caused by the neo- 
plasm was treated with chlorpromazine without 
systematic effort at diagnosis. Reserpine has been 
known to precipitate or aggravate latent depres- 
sions. Chlorpromazine in large doses may produce 
a Parkinsonianlike state, but this is easily re- 
versed by stopping the drug, and it should be 
kept in mind that among the tranquilizers, 
chlorpromazine is the most likely to produce liver 
damage and jaundice. (Ann. Int. M., 52:182, 
1960.) 
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Subacute Combined Degeneration 
after Resection of the Ileum 


SUBACUTE combined degeneration of the spinal 
cord due to non-Addisonian megaloblastic ane- 
mia is a rare but well-authenticated entity, ac- 
cording to Best. The author reports a case of this 
disorder which followed extensive ileal resec- 
tion performed for regional ileitis. The very low 
serum vitamin Bj: level was compatible with the 
diagnosis. In addition, there was no significant 
absorption of radioactive vitamin Bj, from the 
intestine, either when administered with intrinsic 
factor or after a course of chlortetracycline. 

It should be emphasized that the subacute 
combined degeneration developed in spite of the 
fact that the patient was receiving folic acid 
therapy, thus emphasizing the dangers of folic 
acid therapy in this type of case. On cessation of 
folic acid therapy and the intramuscular admin- 
istration of vitamin Bj, the author’s patient 
made a remarkable recovery. (Brit. M. J., 862, 
Oct. 31, 1959.) 


Injury of the Trachea and Major Bronchi 


THIS STUDY consists of seven case presentations 
of the authors and a statistical survey of 91 
other cases gleaned from the world literature. 
The history, presenting findings, diagnostic pro- 
cedures and the early and late surgical manage- 
ment are evaluated. 

The most common cause of injury to the 
trachea or major bronchi according to Hood and 
Sloan is a crushing injury, often without associ- 
ated injury. The avulsion is most often complete, 
within 1 to 2 em. of the carina. The distal 
bronchial tree will fill with mucus if repair is not 
done but will remain sterile as a general rule. 
Bronchiectasis will not occur unless infection 
complicates the picture. Primary repair, when 
there has been no infection, despite prolonged 
distention, is desirable as these bronchial changes 
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are reversible. In one case, repair 12 years later 
resulted in fairly good pulmonary function. 
Diagnosis was accomplished in 33 per cent in the 
first 24 hours, but 25 per cent were diagnosed 
one to six months following trauma. 

Symptoms include: various types of pneumo- 
thorax, cyanosis, hemothorax, dyspnea and sub- 
cutaneous emphysema. Diagnosis is aided by 
bronchoscopy, bronchogram and the clinical 
picture. 

Primary suture and repair is the treatment of 
choice, although there may be conditions where 
other procedures may be preferable, such as dila- 
tation of strictures resulting from an incomplete 
tear. Stricture is the most frequent complication 
of all procedures. (J. Thoracic & Cardiovasc. 
Surg., 38:458, 1959.) 


Volvulus of the Colon 


A stupy of 14 verified cases of volvulus of the 
rectum or right colon from 1942 to 1958 is re- 
viewed by Hinshaw and his group. There is 
special emphasis on certain clinical features, 
methods of early diagnosis and treatment. 

There are basically two clinical types of volvu- 
lus, the acute fulminating and the acute obstruc- 
tive type. 

The basic cause of the volvulus is inadequate 
fixation of the right colon resulting in hypermo- 
bility. When the acute obstructive type continues 
on to gangrene it is usually due to ischemic necro- 
sis from high intraluminal pressure rather than 
mesenteric vascular occlusion which occurs in the 
acute fulminating type. The over-all mortality 
was 35 per cent, in the acute fulminating type 
50 per cent and in the obstructive type 17 per 
cent. There is close correlating of mortality and 
incidence of gangrenous bowel. 

The most typical x-ray picture is a greatly dis- 
tended loop of cecum or right colon located in 
middle or upper abdomen. Frequently there is an 
associated absence of the cecal gas pattern in 
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lower quadrants of the abdomen. The barium 
enema may demonstrate the spiral twist of the 
volvulus at the level of the obstruction. In the 
acute fulminating type distention is not so 
marked due to the rapid course. Treatment is 
that of early surgical intervention such as right 
hemicolectomy when gangrenous changes are 
present. When the colon is viable, fixation of the 
right colon and detorsion with a tube cecostomy 
to accomplish decompression is used. (Am. J. 
Surg., 98:175, 1959.) 


Poststenotic Dilatation 

ONE of the most interesting and puzzling phe- 
nomena encountered in medicine is the dilatation 
of a vessel “downstream” from a stenosis. One of 
the striking features is that poststenotic dilata- 
tion may occur in a region where a relatively low 
pressure exists. This downstream or poststenotic 
dilatation, as it is frequently referred to, has been 
studied by the authors using latex rubber tubing 
to simulate the vessel walls. The thin-walled rub- 
ber tubing was chosen so that any structural 
fatigue would be manifest in a relatively short 
time. The tubes were filled with water, a static 
pressure maintained and after plugging both ends 
a vibrating block was inserted. This was driven 
by a pipette shaker. The tubes were then sub- 
jected to a variety of stresses over a period of 
time in an effort to produce dilatation. In a con- 
trolled study it was shown that vibrating stress 
was of great significance in producing dilatation. 

Many theories have been proposed to explain 
the phenomenon of poststenotic dilatation. The 
authors, as a result of their studies, think that the 
dilatation can best be explained on an acoustical 
basis. Thus, in the presence of an obstacle or 
narrowing of the vessel wall, the turbulence pro- 
duced by the blood will give rise to a murmur. 
Accordingly, the authors believe that the vibra- 
tion of the vessel wall resulting from the produc- 
tion of a murmur as blood passes downstream to 


GP May 1960 


an area of stenosis can be of sufficient magnitude 
to cause structural fatigue and dilatation. (J. 
Thoracic & Cardiovasc. Surg., 38:662, 1959.) 


Factors of Failure 


STARLING has postulated, and clinical evidence 
tends to confirm, the fact that there is a steadily 
rising cardiac output response as venous filling 
pressure is elevated, but this response flattens out 
and output falls as the venous pressure exceeds a 
critical limit. 

MeMichael has correlated certain clinical ob- 
servations with this descending limb of the Star- 
ling curve which is illustrated in the diagram 
below. 

These clinical observations include the follow- 
ing: (1) rapid transfusion in the anemic heart 
will precipitate failure; (2) exercise will often ele- 
vate the venous pressure, but the output of the 
heart may actually fall; (3) venesection fre- 
quently increases the cardiac output; (4) mer- 
curial diuretics, by decreasing blood volume, 
lower the venous pressure and often increase the 
cardiac output; (5) physical rest has the converse 
effect of exercise, dropping the venous pressure 
and increasing output, and (6) the output of the 
heart in hypertensive failure will increase when 
venous pressure and arterial resistance are re- 
duced by hypotensive drugs. (Ann. Int. Med., 
51:635, 1959.) 
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Exercise: Transfusion 
Venesection 
Diuresis 
Rest 


Ureteral Injury in Surgery 
of the Pelvic Colon 


A PREVENTABLE complication of pelvic surgery 
is inadvertent injury to the ureters. Identifica- 
tion and avoidance of these structures is the best 
prophylaxis, combined with careful dissection. 
The danger of ureteral injury is greatest during: 
(1) ligation of the ovarian, inferior mesenteric or 
uterine arteries, (2) division of the lateral liga- 
ments of the rectum, (3) control of bleeding deep 
in the pelvis (particularly suture ligation of ob- 
scure bleeding points), (4) mobilization of large 
pelvic tumors and (5) peritonealization of the 
pelvic floor. 

Ureteral catheterization is frequently per- 
formed preoperatively before extensive pelvic 
surgery, such as a Miles procedure, to facilitate 
identification of the ureters. However, when sur- 
gery is undertaken without ureteral catheters in 
place, pathology may be encountered which is 
unexpected in extent and which renders dissec- 
tion difficult or dangerous without ureteral cathe- 
terization. With catheters in place a mass may 
safely be dissected free of the ureter. If this struc- 
ture is invaded by tumor a section may be sacri- 
ficed and the normal ends anastomosed over the 
catheter as a stent, or the proximal segment may 
be implanted into an ileal loop or into the blad- 
der. If the dome of the bladder must be resected, 
but the ureters are intact, catheters will prevent 
occlusion of the orifices in the trigone during 
bladder repair. In another instance, as the ureter 
may serve as a guide to the uterine artery when 
both are obscured in tumor substance, the cathe- 
terized ureter may aid in gaining control of this 
vital vessel. 

The necessity of ureteral catheterization in 
these situations is obvious. If such has not been 
done preoperatively, Remington describes a 
method for accomplishing ureteral catheteriza- 
tion intra-abdominally on the operating table. 
The ureter is identified at the upper pelvic rim 
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and a short segment mobilized. A catheter is in- 
troduced through a small longitudinal incision 
and passed retrograde into the bladder. Leakage 
around the ureterotomy is absorbed with gauze 
sponges while closure after removal of the cathe- 
ter is done with a single 4-0 suture. A soft rubber 
drain is left at the site of ureterotomy and 
brought out through a stab wound. (Dis. Colon 
and Rectum, 2:340, 1959.) 


A New Hemorrhagic Syndrome 


FRICcK and his colleagues of Zurich, Switzerland, 
report the case of a 21-year-old white woman who 
had an appendectomy at the age of 9 without 
any complications. Menses began at the age of 
13 and there was no history of menorrhagia or 
metrorrhagia. At the age of 15 she began having 
bouts of purpura over the lower extremities and 
arms. There were no specific precipitating factors, 
and there was no relation of the purpura to the 
menstrual cycle. While she did not bleed exces- 
sively from minor cuts or abrasions, she bruised 
easily. She was treated with vitamin C, rutin, 
ACTH and cortisone without success. A detailed 
family history was entirely negative for hemor- 
rhagic diseases. 

The physical examination revealed long- 
standing purpura and fresh petechiae. There was 
a strongly positive Rumpel-Leede test, a pro- 
longed bleeding time, and a decreased prothrom- 
bin consumption. Detailed clotting tests were 
strongly suggestive of a deficiency of plasma 
thromboplastin antecedent (PTA). Plasma throm- 
boplastin component deficiency was excluded. 

Microscopic examination of nailbed capillaries 
revealed striking abnormalities. The capillaries 
were extremely tortuous with marked variability 
in caliber and occasional anastomoses. Normal 
hairpin-shaped loops could be found only rarely. 

The simultaneous occurrence of a vascular de- 
fect with a deficiency of PTA adds a new entity 
to the large list of hemorrhagic diseases. The 
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case of Frick and his colleagues differs from the 
majority of other defects of coagulation in two 
major respects. First, there is no evidence of 
heredity, and second, the purpura did not be- 
come manifest until the age of 15. (J. Lab. & 
Clin. Med., 54:680, 1959.) 


Pulmonary Aspergillosis 
PULMONARY aspergillosis may occur either as a 
primary or secondary infection. Primary infec- 
tion is rare and occurs in people dealing with 
grain contaminated by fungus, namely agricul- 
tural workers and in people handling pigeons and 
parrots. Secondary infection may occur as a 
superimposed infection on the abnormal pul- 
monary conditions of bronchial carcinoma, 
pneumoconiosis, tuberculosis or bronchial fistula. 
It may also develop during antibiotic therapy 
which inhibits bacteria and promotes growth of 
other organisms including the fungi. 

Sochocky reports two cases of carcinoma of the 
lung in which resection was followed by the ap- 
pearance of fluid containing aspergillis fumigatus. 
Both patients were successfully treated by the 
intrapleural administration of Mycostatin. In the 
author’s opinion, in the first case, the infection 
of the pneumonectomy space was most likely due 
to antibiotic therapy. In the second case, the 
infection developed from the bronchial stump 
or through a small bronchial leak. (Dis. Chest, 
36:554, 1959.) 


Ruptured Abdominal Aortic Aneurysm 


KUBOTA AND MORAGUES have reviewed ex- 
tensively the literature on a relatively rare 
occurrence—rupture of an abdominal aortic 
aneurysm into the gastrointestinal tract with 
Massive gastrointestinal hemorrhage. Including 
the four additional cases reported by these 
authors, there are 67 recorded instances of this 
event. 
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Illustration showing relationship of third portion of duodenum 
to abdominal aorta. 


The most common site of rupture into the 
gastrointestinal tract is the duodenum (52 cases 
—81 per cent) particularly the third portion (44 
cases—69 per cent). 

The third portion of the duodenum is rela- 
tively fixed because of its retroperitoneal posi- 
tion, its relation to the superior mesenteric artery, 
the ligament of Treitz, the aortic wall and the 
vertebral column (see the illustration above). Since 
aneurysms of the lower abdominal aorta tend to 
bulge anteriorly over the course of time, these 
expansile pulsating masses cause erosion, necro- 
sis and perforation of adjacent structures in much 
the same way as thoracic aneurysms. 

The authors stress that the declining incidence 
of far-advanced syphilis and the increasing 
longevity of the population make atherosclerotic 
aneurysms of the lower abdominal aorta the most 
common type. They are rare before the age of 60, 
and are somewhat more common in males. (Am. 
Heart J., 58:547, 1959.) 


Kuru 


THIS is an apparently new disease which affects 
predominantly the females of the Fore people of 
Australian New Guinea. Clinically the disorder 
presents as cerebellar ataxia (Kuru means “the 
shakes’’) and it is almost always fatal within six 
to nine months. While the disease is genetically 
conditioned, there is also some experimental 
evidence that transmutability may be possible. 
(Lancet, 2:719, 1959.) 
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Football Injuries 


REID AND HIS COLLEAGUES have recently reviewed 
the knee and ankle injuries suffered by football 
players. These two sites were chosen because they 
are the most common areas of injury and the 
authors have limited the discussion to soft tissue 
trauma. The knee joint is particularly vulnerable 
to injury, inasmuch as the long bones above and 
below it provide a mechanically disadvantageous 
situation when a blow is to be taken on the leg. 
Since the ankle is firmly strapped and the foot is 
fixed to the ground by long cleats, the entire 
thrust of the blow must be borne by the knee. 
When the force is applied to the outside of the 
knee, medial bowing of the leg occurs which may 
open the joint and rupture the medial collateral 
ligament. The cruciate ligament and cartilage 
may also be torn. Two cases-are described of in- 
juries to the lateral side of the knee in players 
wearing long, mud cleats. On exploration both pa- 
tients were found to have all the supporting 
structures on the lateral aspects of their knee 
joints completely severed. These included the 
lateral collateral ligaments, the lateral head of 
the gastrocnemius muscle, and in addition, the 
biceps tendon was avulsed from the head of the 
fibula. In one of the patients the common peroneal 
nerve was avulsed, resulting in a foot drop. 
Clinical examination of the knee joint following 
an injury may often permit anatomic localiza- 
tion. With injuries of the medial collateral liga- 
ment, tenderness is elicited over its points of at- 
tachment to the femur and tibia. Abduction of the 
knee causes pain. A torn or stretched ligament 
allows the medial side of the knee joint to open 
with abduction. With injury to the lateral col- 
lateral ligament, the clinical findings are similar 
in kind to those just described for the medial liga- 
ment. The anterior and posterior cruciate liga- 
ments normally prevent backward and forward 
slipping of the tibia on the femur. An injury to 
the cruciate ligaments is demonstrated by forward 
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and backward motion of the tibia on the femur 
with the knee in 90° flexion. This is called the 
“drawer” sign. 

The knee joint may be protected from injury 
by adequate conditioning of the quadriceps and 
hamstring muscles. Appropriate exercises are 
described. The importance of the quadriceps 
muscles in preventing knee injury is demon- 
strated by the marked tendency toward recur- 
rence of a previous knee injury. In such cases the 
quadriceps muscle may be demonstrably smaller 
by virtue of atrophy than that of the opposite leg. 

Soft tissue injury to the ankle joints may be 
largely prevented by conditioning of the leg 
muscles and wrapping the ankle before games. 
The use of long cleats is also to be avoided. 
(Quart. Bull. Northwestern Med. Sch., 33:250, 
1959.) 


Live Polio Vaccines 
SURGEON General Burney of the Public Health 
Service summarized the major problems which 
remain to be solved before a decision can be made 
concerning licensing the use of attenuated live 
polio virus vaccines. These are: 

1. To determine the significance of increased 
neurovirulence of monkeys for virus excreted by 
vaccinated animals; 

2. To demonstrate adequate measures of 
effectiveness of live poliovirus vaccines in field 
trials, which, to be definitive, must involve large 
population groups (The capacity of the virus to 
spread among contacts means that in such a con- 
trolled field trial some nonvaccinated controls 
will become infected and thus presumably be- 
come immune—a complicating factor in such a 
study); 

3. To develop standards for determining the 
possible presence or absence of stray agents in the 
vaccine (More than 40 Simian agents, including 
B virus, have been encountered in the routine 
testing of killed poliovirus vaccine. These are 
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derived from the monkey tissues used. Little is 
known of their pathogenicity for man except 
for the B virus, and even for this the minimum 
infecting dose is not known.); 

4. To establish carefully designed and evalu- 
ated studies to demonstrate the production of 
specific antibodies in 90 per cent or more of 
inoculated susceptibles in order to assure the 
potency of such vaccines. (Publ. Health Rep., 
74:983, 1959.) 


Serum Ornithine Transcarbamylase Activity 


THE SERUM concentrations of a great variety of 
enzymes are increased as a result of hepatocellu- 
lar damage. These include glutamic oxalacetic 
transaminase, aldolase, arginase, lactic and malic 
dehydrogenases, phosphohexoisomerase and iso- 
citric dehydrogenase. With the exception of 
arginase, these enzymes are normally present in 
large concentration in tissues other than liver. 
Therefore, it is often difficult to determine the 
affected organ from changes in serum activity of 
enzymes. 

Brown and Grisolia point out that ornithine 
transcarbamylase is localized primarily in the 
liver and can be estimated by a simple and reli- 
able method. These authors compared ornithine 
transcarbamylase and transaminase levels in the 
sera of a variety of patients and experimental 
animals. 

In no case was an elevation of activity of this 
enzyme observed which could not be attributed 
to a disease process involving the liver. The high- 
est levels, as expected, were found where hepato- 
cellular damage or necrosis were present—i.e., 
viral hepatitis. 

The diagram at the right is constructed from 
the authors’ data of a patient with acute myo- 
cardial infarction, followed in five days by one 
hour of shock due to hemorrhage from a duodenal 
ulcer. These serial determinations show that 
serum ornithine transcarbamylase does not rise 
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with myocardial infarction as does transaminase, 
but that it does rise with transaminase in shock, 
presumably because of hepatocellular damage. 
(J. Lab. Clin. Med., 54:617, 1959.) 
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Chart showing serum enzyme levels daily following myocardial 
infarction. Shock on the fifth day was due to gastrointestinal 
hemorrhage. Only then did the serum ornithine transcarba- 
mylase rise, presumably because of hepatocellular damage due 
to shock. 
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Chronic Occlusion of Aortic Arch Branches 


PEIRCE and his associates record their experience 
with four patients who hag occlusion of aortic 
arch branches. Partial or complete occlusion of 
aortic arch branches has commonly been con- 
sidered a single entity although it is readily sub- 
divided into a number of distinct types. The 
classical variety, an idiopathic arteritis (Taka- 
yasu’s disease or “pulseless disease’) which 
occurs in young women, is quite rare. Occlusions 
resulting from arteriosclerosis obliterans, thoracic 
outlet syndrome, embolus, aneurysm, dissecting 
aneurysm, syphilis, Buerger’s disease, neoplasm 
and thrombocytosis have all been recognized 
clinically and several are more important than 
the “‘pulseless disease” of young women. 

The exact symptoms depend on the underlying 
anatomic nature of the occlusion, the etiologic 
cause, the presence or absence of additional small 
vessel occlusions, age, sex and the status of the 
collateral circulation. Thus, it is not surprising 
that both symptoms and course are extremely 
variable. Unilateral chronic common carotid 
artery occlusion commonly results in syncopal 
attacks, seizures, mental deterioration and a 
variety of visual defects. Persistent or episodic 
hemiplegia, facial atrophy, gangrene, hearing loss 
and claudication of the muscles of mastication 
may also occur. Bilateral common carotid occlu- 
sions cause similar symptoms, but they are usu- 
ally more severe and more frequent and the dis- 
ease is more likely to progress to death. Although 
occasionally symptomatic, chronic subclavian 
occlusions generally result in decreased work 
tolerance, shoulder or arm pain precipitated by 
exercise and, in severe cases, atrophy or gangrene. 
There is also danger of extension of the disease to 
the common carotid artery. Obstruction caused 
by chronic trauma to the subclavian artery is 
likely to produce more severe symptoms because 
of concomitant spasm. 

Partial asymptomatic occlusions probably do 
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not justify either prolonged medical or surgical 
therapy at this time, although further knowledge 
may bring a more vigorous approach. In com- 
plete occlusion, even where asymptomatic, the 
danger of progression is such that treatment 
should probably always be given serious con- 
sideration. Where symptoms are prominent, 
treatment should be carried out whenever possi- 
ble. The most useful and increasingly used 
medical treatment is long-term anticoagulant ad- 
ministration. Where surgery is unduly difficult 
or contraindicated, this method is worthy of trial. 
Sympathectomy and simple incision of the occlu- 
sion have been carried out a number of times 
without apparent benefit. The more promising 
methods of treatment are concerned with restitu- 
tion of arterial blood flow. Increasingly frequent 
reports are beginning to appear in the literature 
attesting to the value of this form of treatment. 
The two main methods available are endarterec- 
tomy and the use of an arterial graft. (Dis. Chest, 
36:542, 1959.) 


Hirschsprung’s Disease 
ADAMS and his group present cases of Hirsch- 
sprung’s disease with an outline of diagnosis and 
treatment. 

In the usual case only a short segment of sig- 
moid and rectum are involved and the child may 
do well for years on medical management. In four 
cases a long segment of aganglionic bowel acts as 
the obstructive element with early complications. 

The clinical picture is that of partial intestinal 
obstruction, usually obstipation, though these 
four cases had small, watery, frequent stools. 
There was repeated vomiting of bile-stained ma- 
terial. Through the greatly distended abdominal 
wall peristalsis is visible. Rectal reveals a col- 
lapsed rectum, either empty or with a very small 
amount of stool. The flat plate shows excessive 
gas in the bowel up to the lower part of the colon. 
Transition from narrow to greatly dilated bowel 
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is evident with a barium enema. There will be 
significant retention of barium 24 hours later. 
Swenson suggests the next step should be rectal 
biopsy. 

The surgical treatment is that of prompt colos- 
tomy proximal to the aganglionic bowel. The 
definitive procedure is that of a “Swenson pull 
through” which should be delayed till the baby 
weighs at least 25 to 30 Ib. and may be done as a 
two-stage procedure. (Am. J. Surg., 98:248, 
1959.) 


Relationship of Cattle Viruses 
to Human Viruses 


KLEIN and his colleagues note that approximately 
45 per cent of bacterial, fungal and parasitic in- 
fections of animals are shared by man. If this 
figure is valid for viruses, we must conclude that 
a large number of human viruses or their anti- 
genic relatives wiil ultimately be isolated from 
animals. Several recent studies have indicated the 
presence of inhibitors in bovine sera to certain 
human viruses, particularly polio viruses, Cox- 
sackie and adenoviruses. It has been concluded 
that these inhibitors were true antibodies. Klein 
and his colleagues have undertaken a search for 
the agents that have infected these cattle. 

Virus studies were carried out on fecal swabs 
obtained from cattle in the Philadelphia area. A 
virus was isolated from feces of an apparently 
normal cow. This particular agent has been 
identified as an adenovirus related to or identical 
with an as yet unidentified type of human adeno- 
virus. These authors suggest that if cows are in- 
fected with one adenovirus related to human 
adenoviruses, the previously observed inhibitors 
in bovine sera may be considered both as anti- 
bodies and as indicators of still other adeno- 
viruses present in cattle. These studies give 
added weight to the implication that cattle may 
harbor viruses that are pathogenic for man. 
(Proc. Soc. Exper. Biol. & Med., 102:1, 1959.) 
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Plucked Chicken Skin 


PSEUDOXANTHOMA elasticum is a relatively rare 
recessive genetic defect which is characterized by 
a coarsening and loss of elasticity of the skin 
which is described by Berlyne as resembling that 
of a “plucked chicken,” particularly in the skin 
folds. There is also a retinal streaking with visual 
disturbance. The cataclysmic feature of the syn- 
drome may be massive gastrointestinal hemor- 
rhage from multiple vascular lesions. In all cases 
of obscure gastrointestinal bleeding, a search 
should be made for the skin changes of this in- 
teresting inborn error of connective tissue forma- 
tion, in an effort to avoid unnecessary surgery. 
(Lancet, 1:77, 1960.) 


Hypercholesterolemia 


JUERGENS and Achor discuss the treatment of the 
patient who has a blood cholesterol greater than 
250 mg. per 100 ml. and evidence of athero- 
sclerosis. The primary management of such a pa- 
tient is by a low fat diet with replacement of 
animal by vegetable fat sources. Sitosterol, 
thyroid, estrogen and nicotinic acid administra- 
tion have either had very limited value or had to 
be given at such dosage as to render them 
hazardous. A variety of agents which inhibit 


149 


al 
ge 
n- 

i- FE TL 
4 
It 
il. 
u- 
1g 
: 
it 
fe 
A 
t, 
d 
y 
r 
S 
> 


hepatic biosynthesis of cholesterol have been de- 
veloped. Preliminary reports indicate that an 
ethanol derivative (MER-29) is effective in 
lowering blood cholesterol in man. (Proc. Staff 
Meet., Mayo Clin., 34:533, 1959.) 


Level of Kanamycin in Body Fluids 


PULASKI and Tubbs assayed the concentration of 
kanamycin in various body fluids after intra- 
muscular injection. 

Assays of synovial fluid aspirated from trau- 
matic effusion of knee joints indicated that ex- 
cellent concentrations of kanamycin are obtained 
after intramuscular injection, suggesting that 
systemic therapy should be adequate for kana- 
mycin-sensitive infection of joints. Assays also 
indicated that large quantities of kanamycin 
appear in the bile, thus suggesting that this anti- 
biotic should prove effective in the management 
of kanamycin-sensitive infections of the liver and 
biliary tree. Adequate diffusion of kanamycin 
into the pleural fluid, cord blood and peritoneal 
fluid was also demonstrated. However, this anti- 
biotic did not appear in spinal fluid or amniotic 
fluid. Small amounts were also assayed in pros- 
tatic fluid. (Antibiot. Med. & Chemotherap., 
6:589, 1959.) 


Plasma Hemoglobin Concentration 


IN A preliminary report, Chaplin and his col- 
leagues describe studies on the plasma hemoglo- 
bin concentration in normal human subjects. 
These authors devised a method for blood col- 
lection which greatly diminishes artifactual 
hemolysis. In addition, these authors used a 
highly sensitive method for hemoglobin measure- 
ment in plasma. With the aid of these methods, 
it was established that the normal mean plasma 
hemoglobin concentration is 0.31 mg. per 100 
ml., and the normal range is 0.16 to 0.58 mg. per 
100 ml. 
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The effects of sleep, ordinary ambulatory ac- 
tivity, alimentary hyperlipemia and the normal 
menstrual cycle were studied and found to have 
no effect on plasma hemoglobin values. Of a wide 
variety of physiologic stresses, the only factor 
found to alter the plasma hemoglobin level in 
normal subjects was strenuous exercise. Follow- 
ing ten minutes of violent exercise, laboratory 
personnel exhibited a two- to threefold rise in 
plasma hemoglobin values, which returned to 
normal levels in the succeeding 40 minutes. Sus- 
tained violent exercise among professional bas- 
ketball players resulted in values over 15 times 
the mean for normal subjects. The possibility 
that the plasma pigment in exercised subjects 
may be myoglobin rather than hemoglobin is 
under consideration. 

The data of these investigators suggest that 
less than 10 per cent of the normal daily destruc- 
tion of senescent erythrocytes occurs within the 
vascular compartment. (J. Lab. & Clin. Med., 
54:797, 1959.) 


Stress and Selection 


RAFFLE analyzes the sickness-absence statistics, 
functional nervous disorders and disorders of the 
stomach and duodenum for four groups of trans- 
port workers and compares these to the incidence 
in the same groups of ischemic heart disease. He 
finds no evidence of any correlation which would 
suggest stress per se as an important factor in 
any of these diseases. The author also emphasizes 
the fact that all occupational studies of disease 
are suspect because of the very real factor of 
selection both in job seeking and promotion. 
Only those who can withstand the stress and 
strain of a given job usually are in it for long. To 
quote the author, “‘Perhaps we should discourage 
the top executive from talking about the stress 
of his job and encourage him to welcome the 
pressure of his work as an index of his proven 
ability and toughness.” (Lancet, 2:839, 1959.) 
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Hirsutism in Women 


Q. Please tell me the causes and treatment of 
hirsutism in women, particularly in young 


women. 


A. Hirsutism in women may originate from 
disease of three areas: (1) pituitary, (2) adrenal 
or (3) gonadal. The most common is simple 
hirsutism without apparent endocrine disease. 
This may be familial or even to a certain extent 
racial. If the hair growth is stationary it can be 
removed by electrolysis. If menstrual irregu- 
larities are also present, cycles of estrogens, such 
as Premarin (1.25 mg. three weeks on and one 
week off, skipping five days with menses) may 
help to regulate the cycles and also may make 
the skin and hair somewhat softer. However, all 
such patients should have a urinary 17-keto- 
steroid estimation to rule out possible adrenal 
tumor. 

Pituitary origin, as in Cushing’s disease, may 
occasionally result from a tumor and x-ray 
examination of the sella turcica should be done. 
Stimulating effect of hair growth is apparently 
mediated through the adrenal cortices. 

Adrenal origin may be due to hyperplasia, 
adenoma or carcinoma, and with the adreno- 
genital syndrome 17-ketosteroids are usually 
increased. If high levels are reported, retro- 
peritoneal pneumography helps to estimate 
adrenal size. If a tumor is found, surgical re- 
moval will be necessary; if hyperplasia is indi- 
cated, steroid therapy with cortisone, hydro- 
cortisone or other preparations can be given until 
the ketosteroids are within normal range. 

Ovarian origin of hirsutism can occur with 
polycystic ovaries (the Stein-Leventhal syn- 
drome) or various endocrine tumors, which in- 
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These will be answered by authorities in appropriate fields of therapy and diagnosis. 


clude arrhenoblastoma, hilus-cell tumor, mas- 
culinovoblastoma (adrenal rest cells) and dys- 
germinoma among others. Adequate pelvic 
examination will usually discover such a tumor 
and surgical removal is indicated. 


Information Please 


Infant Immunization 


Q. There has been some question about the ade- 


quacy of the immunologic response to polio vac- 
cine in infants under 1 year of age. What is 
the current recommended schedule of initial vac- 
cine and subsequent immunizations for infants? 


A. It is true that the immunologic response to 
polio vaccine in the early months of life is not as 
good as later but an immunologic response does 
take place, thereby enhancing the resistance to 
infection early in life. The ultimate protection, 
further increased by subsequent injections, is as 
good—as far as we know at present—as when the 
injections are started later. 


Rheumatic Fever Therapy 


Q. What is the steroid of choice for rheumatic fever? 
What is the best dosage schedule to follow in 
children 12 years of age and younger? 


A. We prefer methyl prednisolone (Medrol). 
Prednisone and prednisolone offer the same thera- 
peutic advantages as cortisone and hydrocortisone 
but with decreased salt and water retention. Any 
of the anti-inflammatory steroids can produce 
side effects of osteoporosis, decreased resistance to 
infection, peptic ulcer, pathologic fracture, etc., 
and these must be constantly kept in mind. 

The dosage schedule is related to that first 
suggested by Kelly (Pediatrics, 15:522, 1955), 
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providing the equivalent of at least 3 mg. of 
cortisone/lb./day, or, methyl prednisolone 0.5 
mg./Ib./day. The initial daily dose should be con- 
tinued until the laboratory and clinical evidence 
of rheumatic fever has ceased and then de- 
creased gradually if there are no signs of reactiva- 
tion of rheumatic fever. Usually, full doses will be 
required for three to four weeks and tapering-off 
doses another three to four weeks. 


Hyperparathyroidism 


Q. Does a repeatedly normal blood calcium rule out 
hyperparathyroidism? 


A. A repeatedly normal blood calcium does not 
necessarily rule out hyperparathyroidism. An 
abnormally low inorganic phosphate in the pres- 
ence of a high normal serum calcium may be 
found in this disease. In the presence of renal in- 
sufficiency with an elevated phosphate, the cal- 
cium may be normal or even below normal despite 
the presence of hyperparathyroidism. 

For further details consult Grollman, A., Clin- 
ical Physiology, New York: McGraw-Hill Book 
Company, Inc., 1957, chapters 25 and 26. 


Alkaline and Acid Phosphatases 


Q. What are the implications of an elevated alka- 
line phosphatase with a normal and with an ele- 
vated acid phosphatase? 


A. Thealkalineand acid phosphatasesare neither 
directly nor inversely related. An elevated alka- 
line phosphatase reflects either increased osteo- 
blastic activity or biliary obstruction. It is ob- 
served in such disorders as rickets, Paget’s dis- 
ease, hyperparathyroidism, obstructive jaundice, 
ete. 

An elevated acid phosphatase is most com- 
monly observed in prostatic carcinoma with ex- 
tension beyond the capsule and metastases. 
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Therapy in Postsyphilitic Case 


Q. A 50-year-old white male patient had a 
syphilitic infection which began about 1933. 
He has received varied treatment through the 
years, including several adequate courses of 
penicillin in the past four or five years. Results 
of spinal fluid tests were positive as recently as 
three to four years ago but are negative at pres- 
ent. The patient is allergic to arsenic and 
bismuth. He now presents no definite neuro- 
logic defects, despite the considerable duration 
of the infection and taboparalysis. His primary 
complaints are constant dull headache and 
severe aching in the muscles of the legs and 
low back. I have tried several nonnarcotic 
analgesics. Can you recommend more specific 
therapy in a case of this type? 


A. It seems unlikely that the headache is the 
result of the central nervous system syphilis but 
it is possible that the back and leg pains are 
radicular in character. The patient may benefit 
from a course in tetracyclin (1 Gm. daily). I 
think it is worth trying. 


Postponement of Tonsillectomy 


Q. I was taught that tonsils-should not be removed 
for at least three weeks after an acute infection, 
owing to the dangers of postoperative cellulitis. 
Is this routine still considered valid? I know of 
many physicians, especially pediatricians, who 
operate immediately after or even during an 
acute infection. 


A. It is wise to wait at least three weeks after 
an acute infection for a tonsillectomy. Owing to 
lack of evidence for its usefulness and because of 
the real dangers of the operation, tonsillectomy 
should be performed only for very definite indi- 
cations. (See Bakwin, H., The Tonsil-Adenoidec- 
tomy Enigma, J. Pediat., 52:339, 1958.) 
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ALLAN J. PARKER, LL.M. 


To YOUR PATIENTS, you’re the family doctor, a 
healing hand when needed; to your wife, a loving 
husband; but to your office assistant, you’re 
management. And as an employer, you take on 
many of the legal and personnel problems en- 
countered by American Telephone and Tele- 
graph Company. And while AT&T has person- 
nel, labor relations and legal staffs to solve its 
problems, the practicing physician is on his own. 


The Doctor as a Tax Collector 


When you become an employer, you also be- 
come the government’s uncompensated and in- 
voluntary tax collector. When you take on even 
one part-time nurse, medical technician or secre- 
tary, you must register with the local office of the 
Internal Revenue Service as an employer and 
start withholding income taxes and social secur- 
ity taxes from your employee’s pay. Usually this 
is an amount equal to 18 per cent of each pay 
check for income tax purposes adjusted for the 
number of dependency exemptions claimed by 
your assistant, and 3 per cent for social security 
purposes. The government provides you with 
tables showing exact amounts to withhold. In- 
cidentally, if your aide is married and her hus- 
band is taking her as a withholding tax exemp- 
tion (which he is entitled to do) she can’t claim 
another exemption on her own aecount unless her 
husband has given up one of his. Otherwise, 
there is under-withholding, and this can result in 
your having to pay any underpayment of tax if 
your aide or her husband doesn’t. 

You must withhold not only on cash salary, 
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but carfare and lunch money, if they are part of 
wages. For the social security tax, you, as em- 
ployer, must also pay an amount equal to that 
withheld. 

Taxes withheld should be turned over to the 
local office of the Internal Revenue Service every 
three months, and must be deposited in a spe- 
cial bank account for the government every 
month if the amount of tax withheld is more than 
$100 for any month. While the Internal Revenue 
Service is supposed to (and usually does) send 
you forms every three months as a built-in re- 
minder, the responsibility is still yours to see 
that the tax is withheld and paid. And if your 
state imposes a personal income tax, check to 
find out if withholding is also required under 
state law. 

This may sound a good deal more complicated 


Careful as she may be, your assistant may injure someone else. 
If she does so while acting in the scope of her employment, you 
may be legally liable. 
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When the General Practitioner 
Is Management 


than it really is. Simply establish a clerical rou- 
tine and follow it and you’ll avoid tax trouble. 
What’s dangerous for any employer, of course, is 
to withhold the tax from the employee and then 
“forget”’ to pay it over to the government. This 
procedure can result in penalties and even jail 
sentences if you continue to “forget” after you 
have been formally warned by the government. 

Unemployment insurance is something like 
social security in that it provides a fund to pay 
your employee some part of her salary for a 
limited period if she is out of work. Usually the 
employer pays all of this tax, which is generally 
about 3 per cent of wages up to $3,000 per year 
or a maximum of $90. 

In most states, if you have only one employee, 
you are exempt from this tax. But check your 
state to make sure this is true for you. If your 
employee isn’t covered on a compulsory basis, it 
is still possible to give her unemployment insur- 
ance coverage by paying the tax on a voluntary 
basis. Should you? It depends upon the facts of 
each case. A general practitioner’s aide’s work 
is not particularly seasonal or subject to business 
cycles. When she leaves, it’s usually voluntarily, 
generally to be married or to start a family, or 
else you fire her for good reasons. Either way, 
she probably would not then receive any sub- 
stantial unemployment insurance benefits, so 
voluntary coverage may not be necessary. 

Many of the other federal and state laws ap- 
plying to “labor-management”’ relations do not 
apply to the practicing physician. But they 
might be worth knowing about as establishing 
some general standards for your consideration. 

The federal minimum wage and hour laws do 
not normally apply to a doctor’s office, but only 
to persons engaged in interstate commerce or in 
the production of goods for interstate com- 
merce. State laws in this field usually don’t apply 
to a doctor-employer either. But while you’re not 
legally obligated, therefore, to pay your aide 
time and one-half after 40 hours, you might con- 
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sider following the example of many hospitals 
or other charitable organizations, which are also 
exempt from the requirements of the law. They 
often try to grant nurses and technicians equiva- 
lent time off for hours worked in excess of 40, 
instead of overtime pay. You can also try to 
schedule your aide’s work to cut down on over- 
time except in true emergencies, or your aide 
may be attracted to a job where overtime is 
paid for in cash. 

Laws against discrimination in employment 
because of race, creed or national origin have 
been enacted in many states, but generally they 


- do not affect an employer of fewer than four 


persons. While these laws are enforced primarily 
through persuasion and education, if they do 
apply to you, pay attention, because in the last 
analysis, they provide for penalties. 

The elaborate health and safety laws spelling 
out an employer’s duty with respect to light, 
heat, safety appliances and sanitary facilities in a 
factory or loft obviously don’t apply to your of- 
fice. But as a matter of practical personnel policy, 
again there is no department head but you to look 
out for the physical comfort and convenience of 
your employee. 


Accidents on the Job 


While your assistant clearly is not as likely to 
be injured on the job as one of AT&T’s cable- 
splicers, nevertheless, accidents can happen to 
anyone and could include your assistant’s burn- 
ing herself on your autoclave or tripping over a 
carpet in the waiting room. What about work- 
men’s compensation laws? 

Generally, this question would have to be de- 
cided under the various state laws. You should 
check with your legal counsel or insurance ad- 
visor, because often where an injury is covered 
under workmen’s compensation, your regular 
liability insurance and your malpractice insur- 
ance policy may not cover the claim. And even 


Volume XXI, Number 5 GP 


‘ 


if it is not required, workmen’s compensation 
insurance may be obtainable on a voluntary 
basis. This may be worth looking into, because a 
serious injury to your employee could be finan- 
cially disastrous to you and to her. Without ade- 
quate insurance, you simply may not be in a posi- 
tion financially to give her merited compensation 
for a serious injury, no matter how good your 
intentions may be. 

Liability insurance in connection with your 
assistant can work the other way, too. Careful as 
she may be, instead of being hurt herself, she 
may injure somebody else. And if she does, while 
acting in the scope of her employment, you may 
be legally liable for these injuries, even though 
you weren’t anywhere around at the time and 
couldn’t have possibly done anything to prevent 
the accident. 

The rule of making you liable in such cases is 
so old that it even has a Latin name—‘“‘respon- 
deat superior’’—which means “let the master be 
responsible.’”” While viewed entirely from the 
employer’s side, this may seem unfair at first. 
From the injured person’s viewpoint, the rule 
tends to give him a more financially responsible 
individual against whom to recover for his in- 
juries. Practically speaking, the employer is in a 
better position to provide insurance coverage. 

While you’re not liable for every accident your 
assistant becomes involved in, the term “scope 


of employment” has a pretty broad meaning. It 
is certainly no defense for you to say “I hired 
my aide to be careful; when she stopped being 
careful, she was acting outside the scope of her 
employment.” Even when she departs from 
specific instructions, she is still acting within the 
scope of her employment, making you liable, if 
she has made only a slight and temporary detour 
from her orders, such as stopping off at the bank 
to cash a personal check while driving to a drug 
supply house to pick up material for you. 

How can you protect yourself against this type 
of liability? First, of course, just as AT&T does, 
and does very effectively, by initiating and em- 
phasizing a safety program right in your own 
office. You can’t supervise everything that your 
assistant does, but you can make sure that safety 
is a policy. 

Second, be sure that your assistant under- 
stands her duties and is not encouraged to at- 
tempt semiprofessional tasks until she is thor- 
oughly trained. 

Finally, as in the case of any other question of 
serious liability, the answer has to be insurance. 
Talk to your insurance agent. Read your existing 
policies to see whether you are covered. And if 
you’re not, take necessary action at once. Ade- 
quate liability insurance can be the fence around 
your whole estate plan, both accumulated sav- 
ings and even potential earnings. 


Causes of Death in 1958 


HEART disease, strokes, cancer and accidents were responsible for 71 per cent of all 
deaths in this country in 1958. 


According to a USPHS report, 1,647,886 deaths were recorded that year. The 
death rate was 9.5 per 1,000 population, as compared with 9.6 in 1957. 

The 1958 toll included 637,246 deaths from heart disease, 190,758 from strokes and 
other vascular lesions, 254,426 from cancer, 36,981 automobile deaths and 53,623 


in other accidents. 
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Let’s Think Twice 
About ‘Free’ Narcotics 


EDWARD R. BLOOMQUIST, M.p. 


ON FEBRUARY 24, 1958, Judge Morris Ploscowe, 
director of the Russell Sage Foundation’s Nar- 
cotics Control Study, mailed a thick manila en- 
velope to the Federal Commissioner of Narcotics. 
It contained, along with a cover letter asking for 
comments and suggestions, the results of a long 
study directed toward reviewing current meth- 
ods of handling and treating American narcotic 
addicts. The majority of this review had been 
conducted by a joint committee composed of 
members of the AMA and the American Bar As- 
sociation. 


AMA, ABA Report 


Surveying the report, Federal Commissioner 
Harry J. Anslinger noted five major recommen- 
dations: 

1. The establishment of an experimental facil- 
ity for outpatient treatment of drug addicts; 

2. An extensive study of relapse and causative 
factors in drug addiction; 

3. The development of sound, authoritative 
techniques and programs for prevention of drug 
addiction; 

4. A critical evaluation of present legislation on 
narcotic drugs and drug addiction, and 

5. A study and analysis of administration of 
present laws. 

Several things disturbed the commissioner as 
he studied the 130-page typewritten report. On 
the surface it seemed a logical critique. Its gen- 
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eral undertone, however, suggested advocation 
of ideas which the Bureau of Narcotics has spent 
decades exposing as unworkable and morally un- 
acceptable. 

Seemingly unimpressed that America has thou- 
sands of potential addicts waiting for pharma- 
cologic escape from responsibility, the report 
renewed arguments in favor of low cost or 
federally-furnished free narcotics to addicts. The 
stated idea behind this was to remove the profit 
from the illicit drug traffic and attempt to make 
acceptable citizens of a reasonable number of now 
socially worthless addicts. 

This aim is worthwhile, but unfortunately the 
plan contained the potential of spreading rather 
than limiting addiction. Noting this, the com- 
missioner answered Judge Ploscowe in his char- 
acteristically straight-to-the-point manner. 

“After reading this report,’’ he commented, “I 
find it incredible that so many glaring inaccura- 
cies, manifest inconsistencies, apparent ambigui- 
ties, important omissions and even false state- 
ments could be found in one report on the nar- 
cotic problem.” 

By the time this reply cooled to room tempera- 
ture, those concerned with problems of addiction 
control had separated themselves into Hatfields 
or McCoys, and bullets that have flown since 
have caught practising physicians in a crossfire, 
the end of which is not yet in sight. 

At first glance the outcome of this disagree- 
ment seems of little interest to general practi- 
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tioners. It is conceivable, however (if currently 
suggested innovations become law), that some 
family doctors may find themselves in charge of 
their own private stable of addicts, for the step 
following approved narcotic clinics would logic- 
ally be approved distribution through private 
offices. 

The stimulus for altering the current manage- 
ment of addicts comes from a number of groups 
who believe it is time for a change. The most vo- 
cal of these is in New York where approximately 
half of the nation’s addicts make their home. 

Over-all complaints regarding the plight of the 
addict and his management might be summar- 
ized as follows: 


Law enforcement has failed in controlling ad- 
diction. Despite seeming best efforts, America is 
still ahead of any Western country in its ratio of 
addicted citizens. The illegal drug traffic costs us 
more than $500 million a year. Criminal activity 
related to narcotics is responsible for 50 per cent 
of large city crimes, 25 per cent of crimes com- 
mitted nationally. Although no one knows how 
many addicts exist, it is apparent that American 
youth is increasingly attracted by narcotics. 

Treatment of addicts is a total failure, for more 
than 95 per cent return to narcotics after hospi- 
talization for the cure of their problem. Federal 
institutions are revolving doors that only tem- 
porarily deter addicts. 

Our social attitude toward addicts, essentially 
sick individuals, is absurd. By making his disease 
illegal, society forces the addict into criminality. 
He is grossly discriminated against, hunted by 
unsympathetic police, treated like an animal, de- 
prived of narcotics he needs for his existence. 
Jail merely hardens him, provides him with a 
criminal education. 

This picture could be changed if society took a 
new look at the problem, removed the social 
stigma, provided low cost or free drugs while urg- 
ing the addict to quit his habit. More important, 
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this approach would eliminate the lucrative drug 
traffic. 

Such a plan exists. England with a population 
of over 50 million has less than 350 addicts. This 
is due to a rational program which provides ad- 
dicts with drugs at government expense. It is 
time we emulated this plan and permitted a 
minority segment of Americans sympathetic 
understanding and the chance to contribute posi- 
tively to society. 


Students of addiction would welcome any plan 
that could make this summary reality. Unfortun- 
ately, many things are wrong with it. It is as if 
someone capriciously removed the book jacket 
from Pollyanna and wrapped it around the unex- 
purgated edition of Lady Chatterly’s Lover. Al- 
though a portion of the material is factual, much 
of it is distortion presented as fact. 


Portrait of an Addict 


Because controversy exists, it may pay to 
spend time reviewing some of the factors in- 
volved in controlling addiction, beginning by dis- 
cussing the addict, a man called everything from 
fiend to innocent victim of heredity, environment 
and fate. His champions think of him as a mis- 
guided youth with a potential for rehabilitation. 
His detractors consider him a vicious criminal. 
All kinds of excuses, some lucid, some absurd, 
have been offered to explain why he is what he is. 

A composite picture of most addicts, however, 
would reveal an immature, insecure, frightened, 
self-indulgent, frequently antisocially inclined 
personality. Raskin and his associates, whose ex- 
periences in a contemporary narcotic outpatient 
clinic will be discussed later, add to this person- 
ality sketch. Addicts, they found, are “over- 
whelmed by helplessness, an insinuating, in- 
sidious, inexorable helplessness which makes it 
impossible for most addicts to deal with their 
problem. They are intolerant of society and will 
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avoid it by impulsive actions. Ordinary delays 
and inconveniences of daily living are an intoler- 
able frustration which leads to unbearable ten- 
sion.” 

When he first finds what narcotics do for him, 
the addict may function reasonably well. Then 
tolerance increases. So does dependence. He be- 
comes trapped by the drug’s demands. To remedy 
this, ingenious methods are derived to secure 
cash and its ultimate goal—narcotics. Among 
most American addicts this means nothing less 
than intravenous heroin. Those who presume an 
addict will routinely accept a substitute for 
heroin misunderstand American addicts and their 
reasons for addiction. 

Once addicted, the addict’s whole life revolves 
around obtaining and using a drug which fulfills 
the primitive desire for self gratification addicts 
urgently feel. In time, his personality disinte- 
grates and regresses. Narcotics remove all stimuli 
that might help him adjust to society, and the 
addict figuratively becomes an infant crying for 
his bottle, using any means, fair or foul, to obtain 
it. 

The confusing thing is that addicts can be quite 
likable when a reason exists for being pleasant. 
These reasons vary from the confidence game of 
obtaining narcotics from sympathetic physicians 
to conning emotionally involved psychiatrists 
into sponsoring legislation that would provide 
free drugs. 

Physicians who constantly work with emo- 
tional problems are often excellent targets for the 
“sweet talk”’ of an expert in the confidence field. 
Many of these doctors find, to their uncomfort- 
able enlightenment, that addicts on the whole 
are seldom sincere. But others never quite see 
past the addict’s favorable facade, a situation 
that has misled many a psychiatrist. 

The active addict is not a mild, potentially 
useful citizen when he is free to roam the streets 
(this description has been advanced by some). He 
is more like the renegade youngster who, accom- 
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panied by an incompetent mother, comes to a 
doctor’s office and proceeds to wreck the furni- 
ture as a means of venting his hostility. 

The addict can be demanding, dangerous if 
crossed, completely uncontrollable if one tries to 
manage him on an ambulatory basis. Few of these 
people can be classified as normal personalities 
(Pescor places the figure as low as 4 per cent). 
They do not fit well into the framework of a 
private practice and those who have tried to 
work them in have generally lived to rue the day. 

No one questions the fact that addicts are dis- 
turbed individuals with personality quirks that 
motivate their strange behavior. But one wonders 
if these quirks should be permitted to be an ex- 
cuse for manhandling society. 

Stanford University’s associate professor of 
psychiatry, James A. Hamilton, has written a 
description of his experiences with selected ad- 
dicts. Although the addicts he attempted to treat 
were hand-picked for high rehabilitation poten- 
tial and could be freed from physical addiction in 
about three weeks of hospitalization, nearly all 
returned to some form of antisocial behavior 
shortly after their release. This varied from re- 
turn to narcotics to the use of barbituates or 
amphetamines, alcoholism or bouts with the law 
and society. 

They seemed, he noted, to be antisocial per- 
sonalities first who happened to find an expres- 
sion of their deviation in addiction. They were a 
constant headache, monopolizing time and de- 
manding assistance as they fell into one predica- 
ment after another. Almost none paid their bills. 

Dr. Hamilton’s experience is not unique. Some, 
however, still believe addicts are potentially so- 
cially acceptable fellows if they could be treated 
“right.”” Many continue to believe the addict 
turns to crime because of narcotics, ignoring 
police records that reveal a majority were crimi- 
nals first, addicts later, with addiction merely 
playing an accompanying tune to the disrhyth- 
mic melody of their disrupted personalities. 
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Those who insist the addict can function nor- 
mally in society if we would permit him to have 
“maintainance” doses of the drug he “requires” 
have overlooked classic descriptions of the be- 
havior of the addict taking narcotics. Wikler 
notes that ‘‘as tolerance develops, the addict’s 
sphere of interests becomes more and more con- 
stricted until most of the time he is preoccupied 
with enjoying the effects of the last injection and 
getting ready for the next.” 

Curious about the possibility of the addict’s 
functioning reasonably well on drugs, I asked a 
young addict currently attempting to readjust his 
life what he thought of the idea. “‘Doctor,”’ he re- 
plied incredulously, “how can a man function ac- 
ceptably when he is under the influence of an 
anesthetic 24 hours a day?” 


The British ‘System’ 


When the question of successful management 
of addicts is raised, the conversation inevitably 
turns to the English system, an odd turn of events 
inasmuch as there is no English “‘system.’”’ The 
British are ready to verify this when anyone asks 
them, but few have bothered to do so, preferring 
instead to accept a mass of misrepresentations 
promoted by people with a purpose. 

On March 8, 1959, Drs. Granville W. Larimore 
and Henry Brill visited England to investigate 
this system at New York Governor Rockefeller’s 
request. To their amazement, British official 
hosts told them they were among the first Ameri- 
cans to actually study the system firsthand. 

They discovered that, contrary to rumor, there 
are no free narcotic clinics in England. Addiction, 
as in America, is not considered a federal crime, 
but illegal possession of narcotics is. (American 
state governments, however, may interpret ad- 
diction as a violation of state laws.) Doctors 
cannot prescribe narcotics to gratify a habit and 
ambulatory treatment is frowned upon. 

Although British doctors can prescribe heroin 
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A composite picture of most addicts would reveal an immature, 
insecure, frightened, self-indulgent, frequently antisocially 
inclined person. Two juvenile addicts are shown after their 
arrest. 


without a special license or special prescription 
blank, their records are carefully scrutinized by 
authorities. They are liable to fine and imprison- 
ment if narcotic codes are purposefully violated. 
They must keep careful records, and they alone 
can write narcotic prescriptions. 

British doctors are permitted, however, to ad- 
minister narcotics to government-approved ad- 
dicts once the addict has been carefully screened. 
This process involves a significant amount of 
legal and professional consultation and is not 
done without careful evaluation. Once approved, 
the majority of English addicts receive morphine 
rather than heroin, commonly preferred in the 
United States. Although England has no formal 
registration of addicts, the addict cannot pass 
from one doctor to another to build up narcotic 
supplies as they could in America. The socialized 
panel system prevents this. 

Another striking feature of England’s narcotic 
problem is that organized crime associated with 
drugs is practically nonexistent. 

This general picture places England in a very 
favorable position so far as narcotics control is 
concerned and makes the results appealing. The 
problem, however, is that while the “system” 
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works in England, it is a total flop in many other 
parts of the British Commonwealth. It would be 
a more spectacular failure if applied to America. 

British and American cultures are quite differ- 
ent. There is a marked dissimilarity in racial com- 
position, attitudes and philosophies. No English- 
man with any moral fiber would think of taking 
narcotics illicitly. It just isn’t done. As a result, 
the addict is lower on the social totem pole than 
the meanest pimp. No self-respecting criminal 
will associate with or trust him. The addict in 
England is, in effect, an anathema. 

Britain has other features which differ from 
America. Their family stability is remarkable. In 
America (1956 statistics) the divorce rate per 
thousand was 2.4; Britain’s, 0.28. Major Ameri- 
can crimes per thousand numbered 20.8; Bri- 
tain’s, 4.7. Ten per cent of the American popula- 
tion are non-Caucasian (approximately 60 per 
cent of American addicts are Negro) whereas 
England’s population contains 0.2 per cent non- 
Caucasian. America has 3,952 problem drinkers 
for each 100,000 population. England has one- 
fourth as many (1,100/100,000). 

Most important, England lacks an essential 
factor in the host (narcotic prone personalities )— 
environment (slums)—agent (narcotics) relation- 
ship. It has few hosts. Without them, addiction or 
its associated crime cannot flourish. There simply 
is no market. 

It is interesting how this “‘system’’ functions 
in other parts of the British Commonwealth. 
Canada has a similar system of enforcement, but 
its narcotics problems parallel ours. Hong Kong’s 
addiction record is pathetic, yet its enforcement 
is directed from the British Home Office. The 
narcotic traffic there exceeds $28 million a year. 
One out of every four Hong Kongese is an addict. 
There are four times as many addicts in this one 
city as there are in the entire United States. 

How are the British handling this problem in 
Hong Kong? They apply stricter laws, more 
police and a more stringent approach. Hong Kong 
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has British laws but it lacks British culture. It 
has a supernumerary number of hosts. And ad- 
diction is devouring the city. 

Recent pertinent history emphasizes the detri- 
mental effects of easily available narcotics. In 
the early 1930’s, Japan, pressured by overpopu- 
lation, decided to expand into China. Rather 
than mass bloodshed, they chose a neater, though 
equally deadly, assault—free narcotics. Drugs 
were made available to any poor man who “felt 
he could not live without them.” China nearly 
perished. 

Writing of this tragedy in the Sheng Ching Shi 
Pao (the Chinese daily of Mukden), Japanese 
editor T. Kikuchi commented: “Large numbers 
of young people have taken to narcotics. It is in- 
consistent for the government to advocate the 
improvement of public health and yet permit 
the population to be poisoned by narcotics.” 

India also suffered from free narcotics in its 
pre-Mahatma Ghandi days. Ben Marcin is quoted 
as stating in his Social Destruction of India (1925) 
that the diabolical evil of opium ran hand in hand 
with India’s widespread poverty. India’s inertia, 
he noted, was attributable in no small degree to 
the existence of 700 opium shops. 

Although these and comparable examples are 
available to demonstrate the futility and danger 
of socially approved narcotics, some still cham- 
pion the clinic approach. Ignoring past experi- 
ence, proponents claim we have no objective data 
on clinic operation. This is not true. 


Past Experience 


During and after 1919, more than 44 narcotic 
clinics were opened in American metropolitan 
areas. In good faith, authorities thought this might 
be the easy solution to handling a postwar addic- 
tion rate of roughly one in 400 Americans. Drugs 
were available for as little as two cents a grain. 
The plan, however, proved a tragic mistake. By 
1925, clinic doors were bolted shut with the firm 
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resolve that no one would be foolish enough to try 
this catastrophic approach again. Those operat- 
ing the clinics had learned a few things. 

The clinics were supposed to reduce crime, re- 
move the profit from illegal trafficking of narco- 
tics. In one year, however, in the early 1920’s 
while the clinics operated at peak activity, the 
government seized 71,151 oz. of illegal narcotics, 
more than 14 times as much as that seized from 
illegal markets in 1952. 

They were supposed to reduce the number of 
addicts. But in Sing Sing prison in 1920, addict 
prisoners increased over. 100 per cent; in 1922, 
500 per cent; 1923, 900 per cent. In 1922, 20 per 
cent of Atlanta Penitentiary inmates were drug 
addicts. At Woman’s Workhouse, Blackwells Is- 
land, 60 to 80 per cent (primarily prostitutes) 
were addicted to drugs. 

The clinics merely provided the basic supply 
for seducing new addicts. Black market mer- 
chants welcomed them; they provided a sure 
supply of new customers. 

Registering, attempted in some instances with 
fingerprinting and identification cards, merely 
afforded a carte blanche to free narcotics as ad- 
dicts gleefully traveled from clinic to clinic stock- 
ing supplies. 

By February, 1920, S. Dana Hubbard, M.D., 
acting director of New York’s Bureau of Public 
Education, had had enough. “The public nar- 
cotic clinic is a new thing,” he said. “If we may 
judge from our experience, it is not desirable and 
we honestly believe it unwise to maintain it 
longer.”’ 

The AMA Committee on Narcotic Drugs tend- 
ed to agree with this. In 1921, it noted “‘public 
opinion regarding the vice of drug addiction has 
been deliberately and consistently corrupted 
through propaganda. Cleverly devised appeals 
to that universal human instinct whereby the 
emotions are stirred by abhorrence of human suf- 
fering in any form . . . lurid portrayals of alleged 
‘horrible sufferings inflicted’ on addicts through 
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being deprived of their drug; adroit misrepre- 
sentation of fact; plausible reiteration of certain 
pseudoscientific fallacies designed to confuse the 
unscientific mind ; downright false statement, and 
insidious innuendos assiduously propagated are 
brought to bear on an unsuspecting public to en- 
courage it to feel pity for the miserable wretches 
‘whose name is legion,’ we are told, and whose 
‘sufferings’ (hysterically exaggerated) are graph- 
ically served up to be looked on as if they were 
actually being made ‘victims of persecution’ by 
the authorities who would deprive the wretches 
of even the drug they crave. 

“The shallow pretense that drug addiction is 
‘a disease’ which the specialists must be allowed 
to ‘treat,’ which pretended treatment consists in 
supplying its victims with the drug that has 


Addiction in Great Britain is not a federal crime as it is in 
the United States, but illegal possession of narcotics is. A 
narcotic arrest, such as this, is an unusual sight in England. 
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caused their physical and moral debauchery .. . 
has been asserted and urged in volumes of ‘liter- 
ature’ by the self-styled ‘specialists.’ 

“Significant articles of sensational character 
dealing with narcotic addiction have appeared in 
the public press during recent months denouncing 
the alleged ‘persecution’ of the addict and... 
well-calculated to create in their favor popular 
prejudice.” 

This sounds more like a statement of current 
activities than a professional opinion of sobsister 
activity 40 years ago. There is, however, a dif- 
ference. In 1920, doctors and forensic authorities 
had no precedent. In 1960, we should know 
better. 

Some may find 40 years too ancient a period 
from which to draw an example. The experience 
of Detroit, Mich. then, may suffice. In 1951, al- 
though the plan was not intended to be a means 
of distributing narcotics to maintain a habit as 
in 1919, Detroit initiated a clinic plan to rehabili- 
tate its addicts. 

Any addict could apply for assistance, assured 
he would not be annoyed by police. Raskin and 
his associates found that, of 510 addicts coming 
for help, only 20 really wanted to be cured by 
physical withdrawal. The follow-up of these 
individuals was even more disappointing. Less 
than 4 per cent, despite encouragement, returned 
for a single visit. 


During the three years the Detroit clinic was 
in operation, 101 patients were referred to the 
USPHS hospital for addicts in Lexington, Ky. 
Eighty-seven were accepted for treatment by 
this institution, but only 52 accepted the oppor- 
tunity. Of these, 30 left Lexington (their stay 
was voluntary) before significant therapy could 
be accomplished. Only ten remained the mini- 
mum recommended time. 

The accumulation of contemporary experience 
associated with this clinic prompted the investi- 
gators to conclude that the addict cannot help 
himself without enforcement. These doctors were 
convinced that addicted persons can be treated 
only with an enormous expenditure of energy on 
the part of the community. 

This comment inevitably raises the question 
that with millions of potentially good citizens 
needing medical care and the time and money 
necessary for its provision, are we really justified 
in spending so much time and expense on some 
45,000 antisocial, essentially non-responsive-to- 
rehabilitation personalities? Perhaps it would 
be wiser to direct our energies toward the pre- 
vention of new addicts by protecting them from 
association with confirmed addicts and trying to 
remove the basic causes of addiction. 


(This is the first of two articles on “free’”’ narcotics. The second 
will appear in the June GP.) 


Suicides SvicivE RaTEs rise with income groups and suicide liability increases with age, 


according to a London coroner. 


Reporting on a recent study at West London Hospital Medical School, Dr. Gavin 
Thurston said that single persons have a higher rate than married people, men higher 


than women. 


The study also showed that suicides tend to fall into three groups: depressives, the 
emotionally unstable and the social failures. About 75 per cent of the cases studied 


found their basis in depression. 
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Bracelets for Emergencies 
LOIS LAMME 


THOUSANDS of lifesaving bracelets and disks are 
being worn in North America—and the idea is 
preading to Europe, Australia and Africa. These 
pecial bracelets carry a vital message in cases of 
emergencies—an identification, plus information 
about the wearer’s particular medical problem. 

A typical example is the Medic-Alert bracelet 
or disk. 

Anyone who wears either would be able to get 
across his life-or-death message regardless of 
whether or not he was conscious. 

The Medic-Alert emblem, a product of both 
desperation and inspiration, has been endorsed 
by numerous doctors, hospital administrators 
and law enforcement officials as the best means 
available of conveying essential medical informa- 
tion. They believe that such a device, worn by a 
person, is superior to a card or other warning 
statement that can be overlooked or separated 
from an individual. These authorities believe the 
bracelet is superior to a tattoo which may be 
obliterated in an injury or cover only one of the 
areas of the body where medicine may be in- 
jected. 


Born of Necessity 


The story behind Medic-Alert began in 1953 
with the near-death of a daughter of Dr. Marion 
C. Collins, Turlock, Calif. The Collins’ 13-year- 
old daughter, Linda, was given a routine scratch- 
test against allergy to tetanus antitoxin serum, 
and reacted violently. Linda was rushed to a 
hospital where she was in an oxygen tent for 
three days before recovering from anaphylactic 
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To a person with a dangerous medical Achilles heel, a medical 
identification bracelet is a valuable jewelry item. One side of 
the amulet can carry an “alert,” calling attention to the 
opposite-side warning message. 
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shock and impaired functioning of her heart and 
circulation. Her parents were abroad at the time, 
and on their return they fully realized that a full 
shot of tetanus would have been fatal. 

Linda’s parents were greatly concerned about 
what might happen if she were found uncon- 
scious, in an automobile accident, for example, 
unable to warn against use of the serum. An 
identification card carried in her purse might not 
be found. Dr. Collins considered having Linda’s 
body tattooed with the information; however, 
the serum might be injected in one of several 
places, therefore, several tattoos would be re- 
quired. Also, Linda steadfastly refused to be 
tattooed, and for some time her mother pinned 
warning notes inside her clothes or Scotchtaped 
the warning to her wrist. As her college days ap- 
proached, her parents knew that they must do 
something more satisfactory and permanent. 


Artistic as Well 


The Collins and R. L. Puccinelli families deter- 
mined to find a standard method of protecting 
her and other millions of people under similar 
circumstances. Dr. Collins developed an artistic, 
silver amulet bracelet to be worn by men, women 
and children at all times. The emblem also may 
be worn as a neck tag or as a disk on a lady’s 
charm bracelet. On the face of the emblem there 
is a red caduceus and the warning “‘Medic-Alert.”’ 
On the underside, there is the wearer’s warning 
message, i.e., “diabetic,” “allergic to penicillin,” 
etc., and a choice of his own name, his doctor’s 
name and telephone number or the telephone 
number of the Medic-Alert Foundation. 

The foundation was established to promote the 
use of the bracelets in the area; however, Dr. 
Collins immediately began to receive orders for 
bracelets and letters of inquiry and encourage- 
ment from over the nation. Today the founda- 
tion has set the goal of reaching ten million car- 
diacs, 2.5 million diabetics, 1.5 million epileptics 
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and millions of other people who need emergency] 
protection. 


Emergency Services 


Each member is assigned a serial number and 
is issued a membership certificate on which is 
registered his serial number, name, address, medi- 
eal problem and any other information he may 
wish recorded. A duplicate of this certificate is 
kept on file in the foundation’s central office 
where emergency calls are accepted collect 24 
hours a day for purposes of identification in 
emergency. 

The foundation has sent thousands of posters 
illustrating the Medic-Alert bracelet and explain- 
ing its purpose to hospitals and law enforcement 
officers throughout the United States and 
Canada. 

This is a nonprofit organization, with a staff of 
11 persons who receive no pay other than the 
satisfaction of helping people who have a poten- 
tially dangerous medical condition. Dr. Collins 
promises members that if there ever are any 
profits they will go back into the foundation. 

Many professional persons have indicated that 
they hope the Medic-Alert emblem will become 


universally recognized. An administrator of a 
Midwest hospital wrote, “We think you have a 
terrific idea here. We almost lost one of our best 
graduate nurse supervisors four years ago on ac- 
count of a reaction of tetanus antitoxin.” 

A California peace officer gave this endorse- 
ment: “In my many years of penology experi- 
ence, many cases have come to my attention 
which have been mishandled due to inability to 
diagnose the basic physical symptom of persons 
afflicted with diabetic coma or postepileptic state. 
I firmly feel that had these individuals had an 
identification bracelet of the type I have seen, 
widely recognized, they would have received 
early medical care rather than a period of time In 
jail.” The State of California Peace Officers’ 
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Association has approved the foundation’s pro- 
gram and has recognized the emblem as a stand- 
wd means of calling attention to medical prob- 
bms. 


Potential 


Dr. Collins wants to alert every potential 
vearer about the dangers of an unexpected medi- 
al blind spot—and these potential members are 
nany. The bracelets are being worn by diabetics; 
tpileptics; hemophiliacs; persons with severe 
allergies to antibiotics, drugs, narcotics and horse 
serum; persons taking antabuse, digitalis, dilan- 
tin, anticoagulants and cortisone, and by persons 
who want their blood type readily identified. 

The 20 minutes that it takes to determine a pa- 
tient’s blood type may mean administering a 
blood transfusion in time to save the patient’s 
life. 

Those who could benefit from the bracelets in- 
clude arthritic people, accustomed to continual 
use of cortisone, who might die of shock if they 
did not receive it. Alcoholics who take antabuse 
might become dangerously ill if given alcohol in 
medical treatment. 

A second shot of tetanus antitoxin could bring 


almost instant death to one person in every ten 
who has been inoculated with this serum. Some 
people are even extremely allergic to aspirin. 

Scientists warn, that as antibiotics are in- 
creasingly discovered and used, someday every- 
one will be allergic to at least one of today’s or 
tomorrow’s drugs. In the case of penicillin alone, 
reactions have killed an average of one person 
every five days in the United States for the past 
13 years. Dr. Collins explains that “allergies are 
not necessarily built into the body at birth; they 
can be acquired in the same sense as a taste for 
spinach or olives.” 

Persons who work with or are employed in the 
manufacture of toxic chemicals may suddenly 
have a medical crisis away from their place of 
employment. The attending physician will need 
to know what chemical the patient works with to 
judge whether the chemical is a factor in his ill- 
ness. 

In these days of increasing travel, medical 
identification tags are all the more imperative. A 
patient takes his potential emergency condition 
with him, but his records are in his doctor’s office. 

Further information about the foundation may 
be obtained by writing to Medic-Alert, 1030 
Sierra Drive, Turlock, Calif. 


The Drug Addict 


THERE are approximately 46,000 drug addicts in this country—one for every 3,500 
people, according to a report published in Patterns of Disease. 

Most of the addicts are found in four “‘big-city” states. Estimates indicate that New 
York has 45 per cent of the total; Illinois, 14 per cent; California, 13 per cent, and 


Michigan, 5 per cent. 


The study indicates that the typical addict is male, about age 25, born and bred in 
big city slums and emotionally disturbed. Almost eight out of ten are young men (12 
per cent are under 21, and an additional six out of ten are between 21 and 30). Juvenile 
addiction rates are not rising, however. The proportion of 21-and-under addicts has 
remained fairly constant for the past five years. 


GP May 1960 


165 


nd 

di- 
ay 
is 
ice 
24 
in 
ers 
in- 
ant 
nd 
of 
he 3 
ins 
ny 
at 
ne 
a 
a 
ast 
se- 
on 
to 
ns 
e. 
an 
n, 
in 
rg 


Marchlewski vs. Casella 


It is the duty of the physician to exercise reasonable 
care, skill and diligence in treating his patient, and 
such duty is met if the physician exercises that de- 
gree of skill and care which physicians in the same 
general neighborhood and the same general line of 
practice ordinarily have exercised in like cases. A 
country general practitioner is not required to use 
the high degree of skill possessed by eminent physi- 
cians living in large cities and specializing in 
various branches of medicine. 


Dr. Casella was a physician engaged in the 
general practice of medicine in Naugatuck, Conn. 
On August 28, Mr. Marchlewski sprained his 
right wrist and on the next day went to the 
physician about the injury. After examining the 
wrist, the physician first massaged it and then 
applied a bandage. 

The patient returned to the physician’s office 
on September 3. On that occasion, the physician 
decided to apply special treatment to the wrist. 
For that purpose he took the patient to a room 
located in the rear of the large house which the 
physician used both as his office and home. In 
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““THE GENERAL PRACTITIONER AND THE Law”? 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 
as it pertains to the tort liability 

of physicians. 


Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


this room, which was about 15 ft. from his pri- 
vate office, was a diathermy machine. 

After having his patient sit down on a stool, 
the physician put rubber cuffs which were con- 
nected by cables to the machine around the pa- 
tient’s wrist and forearm. The physician did not 
apply any padding or gauze to the patient’s skin 
where it was in contact with the cuffs. After first 
turning some dials on the machine, the physician 
switched it on. He then left the room without 
giving the patient any instructions as to the cuffs 
or the machine. 

About 15 minutes later, the patient, feeling a 
burning sensation in his wrist, called for the 
physician but received no response. The patient 
continued to call, but another 15 minutes had 
passed before the physician came to the treatment 
room and turned off the machine. 

Upon removal of the cuffs the patient’s wrist 
was found to be reddened. Subsequently, the 
wrist became blistered, and although treated by 
the physician until February of the following 
year, it failed to heal properly. The burn left a 
permanent scar, which may at some future time 
require surgery, and the strength of the hand was 
lessened. 
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The patient brought an action in the Superior 
Court of New Haven County, Conn., against the 
physician for malpractice. A jury returned a 
verdict in favor of the physician and the court 
entered judgment accordingly. The patient ap- 
pealed. 

The Supreme Court of Errors of Connecticut 
affirmed the decision of the court below. The 
Supreme Court of Errors declared: “. . . the duty 
of the defendant in his capacity as a physician 
was to exercise reasonable care, skill and dili- 
gence in treating the plaintiff as a patient, and 
... this duty was met if the defendant exercised 
that degree of skill and care which physicians in 
the same general neighborhood and in the same 
general line of practice ordinarily have and 
exercise in like cases . . . If the defendant’s 
treatment of the plaintiff was properly to be 
tested by the degree of care and skill exercised 
by physicians in the same general neighborhood 
and in the same general line of practice, it neces- 
sarily follows that the defendant was not re- 
quired to use a degree of care commensurate with 
that- exercised by those classified as experts. A 
country general practitioner should not be ex- 
pected to use the high degree of skill possessed 
by eminent physicians living in large cities and 
specializing in various branches of medicine.” 


(The preceding case was heard in the Supreme Court of Errors 
of Connecticut, case number 141 Conn. 377, 106 A. 2d 466.) 


Cyr vs. Giesen 


A physician contracts with his patient that he has 
the ordinary skill of members of his profession in 
like situations, that he will exercise ordinary or 
reasonable care and diligence in his treatment of 
the case and that he will use his best judgment in 
application of his skill, but if he possesses ordinary 
skill, uses ordinary care and diligence and applies 
his best judgment, he is not liable even for mistakes 
in judgment. 
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Herman Cyr sustained a transcervical fracture 
of the neck of the left femur on February 23. 
Immediately following the injury, he was taken 
to the hospital where he was attended by Dr. 
Ovide Pomerleau, who called in Dr. Joseph H. 
Giesen. On February 25, Dr. Giesen performed 
surgery, using the Smith-Peterson nail technique. 
The patient was discharged from the hospital 
after 15 days. 

A month later the patient returned to Dr. 
Giesen, who took x-rays. In June, x-rays again 
were taken by the physician. On June 21, the 
patient returned to work. In May of the following 
year, pain developed in his left hip, lasting four 
months. The pain appeared again several months 
later. X-rays taken on July 31 of the next year 
indicated early evidence of aseptic necrosis of the 
left femoral head. He worked until that time. 

The facts concerning these pains were not 
brought to the attention of Dr. Giesen until 
August. At that time the patient went to the 
physician and was operated upon on August 10, 
whereby the Smith-Peterson nail was removed. A 
cast was applied to the patient’s left leg. The 
patient was discharged from the hospital on 
August 28. He wore the cast eight and one-half 
months, during which time the physician had 
x-rays taken every two months. The physician 
treated the patient during this period. 

The patient filed an action in the Superior 
Court of Kennebec County, Me., against Dr. 
Giesen for malpractice. The patient alleged that: 
1. The physician failed to inform him of all the 

advantages and disadvantages of treating the 
fractured hip with a Smith-Peterson nail and 
that the physician failed to recognize the 
limitations for perfect immobilization in the 
use of the Smith-Peterson nail from the read- 
ing of the x-ray; 

2. The physician failed to exercise his best judg- 
ment in the use of the Smith-Peterson nail; 
to use the latest approved method and tech- 
nique; to bring about the proper type of 
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Negligence 
and Malpractice 


apposition of the bone fragments in the re- 
duction of the fractures; to take proper steps 
that were available to him by not resorting 
to bone pegging, osteotomy or to the drilling 
of holes in the femoral neck for the purpose 
of promoting blood circulation, and 

3. The physician failed in his postoperative care 
in not taking sufficient x-rays in order to 
acquaint himself with the progress or lack of 
progress of the union of the fractured femur 
and of any necrosis or ankylose condition that 
might have developed. 

The physician defended on the following 
grounds: 

1. He was confronted with a very rare and diffi- 
cult fracture; 

2. The surgical technique which he used was 
proper in the light of modern orthopedic 
surgery ; 

3. Proper union and a completely healed fracture 
was procured, and 

4. The diseased condition of the head of the 
femur was not caused by any violation of 
proper treatment on his part. 

The court dismissed the case, and the patient 
appealed. 

The Supreme Judicial Court of Maine sus- 
tained the decision of the Superior Court of 
Kennebec County. The Supreme Judicial Court 
stated: “.. . a physician . . . contracts with his 
patient that he has the ordinary skill of mem- 
bers of his profession in like situation, that he 
will exercise ordinary or reasonable care and 
diligence in his treatment of the case, and that 
he will use his best judgment in the application 
of his skill to the case . . . The physician is not 
an insurer. He does not warrant favorable results. 
If he possesses ordinary skill, uses ordinary care, 
and applies his best judgment, he is not liable 
even for mistakes in judgment.” 


(The preceding case was heard in the Supreme Judicial 
Court of Maine, case number 108 A. 2d 316.) 
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Cavallaro vs. Sharp 


The fact that the jury, by their verdict, believed the 
testimony of one expert medical witness rather than 
that of another is not binding upon the trial court 
in a malpractice case when, on a motion by the 
physician for a new trial, it becomes the court's 
duty independently to weigh the evidence and pass 
upon the credibility of the witnesses. 


Dr. Benjamin S. Sharp, a practicing physician 
and surgeon in Providence, R.I., performed a 
left radical mastoidectomy on Miss Susie Caval- 
laro at the Miriam Hospital in Providence on 
August 10. A few hours after the operation, it 
became apparent there was a paralysis of the 
left side of the patient’s face. 

After efforts to relieve that condition had 
proved ineffective, the physician advised the 
patient to go to Boston and submit to a second 
operation by Dr. Frank D. Lathrop of the Lahey 
Clinic. The patient followed that advice, and 
Dr. Lathrop sent her to the Massachusetts 
Women’s Hospital where, on October 26, he per- 
formed an operation which was described in the 
hospital record as “repair of left facial nerve in- 
jury by nerve graft.’ Such nerve had been 
damaged either in the course of Dr. Sharp’s 
performance of the left radical mastoidectomy 
or in the course of Dr. Lathrop’s performance 
of the grafting operation. 

The patient instituted an action in the Supe- 
rior Court of Providence and Bristol Counties, 
R.I., against Dr. Sharp for malpractice. The 
patient claimed that the physician had either 
severed the nerve or cut out a piece of it and 
thus caused the facial paralysis. 

The physician testified that he had done 
neither and had successfully performed the 
mastoidectomy. In this he was in some degree 
corroborated by Dr. Lathrop, who testified that 
the condition of the patient’s face was one of the 
hazards of such an operation. Dr. Lathrop fur- 
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ther testified that in proceeding with the nerve 
graft operation, he found the nerve had not been 
entirely severed but that minute bone fragments 
were imbedded in the tissues of the nerve; that 
they had damaged it and that this was the cause 
of the paralysis. 

Dr. Lathrop also stated that the minute bone 
fragments resulted from the faulty fracturing of 
the bone by the operator (Dr. Sharp) in the 
course of performing the mastoidectomy. But 
he hastened to add that such statement did not 
necessarily mean that the operator had not 
properly performed this part of the operation. 
In any event Dr. Lathrop testified that he found 
the nerve intact and that he cut it in perform- 
ing the grafting operation. 

The patient relied almost solely on the testi- 
mony of Dr. Edwin B. Gammell, who was ad- 
mitted as an expert witness over Dr. Sharp’s 
objection. From an examination of the hospital 
records of the two operations and in answer to a 
long hypothetical question based on admitted 
testimony, he was allowed to testify concerning 
the condition of the nerve after the first opera- 
tion. He expressed the opinion that the patient’s 


left facial nerve had been severed or a piece of it 
excised as a result of the mastoidectomy and 
stated substantially that such severance or ex- 
cision had caused her facial paralysis. 

A jury returned a verdict for the patient. The 
verdict reflected the jury’s belief in the testimony 
of Dr. Gammell rather than the testimony of 
Dr. Lathrop. The court granted Dr. Sharp’s 
motion for a new trial. The court thus decided 
to accept Dr. Lathrop’s testimony and set aside 
the jury’s verdict because they had not done so. 
There was an appeal. 

The Supreme Court of Rhode Island declared: 
“. . their (the jury’s) choice was not binding 
upon the trial justice when, on the motion for a 
new trial, it became his duty independently to 
weigh the evidence and pass upon the credibility 
of the witnesses. We do not understand that he 
granted such motion because the verdict was 
against the law, but rather because in his opinion 
it was contrary to the weight of the evidence and 
was motivated by passion and sympathy.” 


(The preceding case was heard in the Supreme Court of 
Rhode Island, case number 121 A. 2d 669.) 


WHAT OTHERS 
ARE SAYING... 


““THE LONG-RANGE EFFECTS of national health programs are questioned by George 
Bugbee, president of the Health Information Foundation of New York. This organ- 
ization was set up in 1950 by a group of pharmaceutical and allied industries whose 
leaders are convinced that “the health field can continue its great progress only if 
citizens assume responsibility for its freedom.” 
Test In England, Bugbee says, the government seems to be moving toward some type 
of cost-plus pricing with the manufacturers of prescription drugs of the type that 
of Health dollarwise have become “‘a much more important part of medical care in recent years.” 
“Just how this will allow for adequate research funds and other aspects of the 
Programs cost of manufacture I do not know,” Bugbee says. “But it seems obvious that it 
could discourage the development and introduction of new drugs and have long- 
range effects disadvantageous for drug manufacturers and eventually for the public.” 
Bugbee suggests that a cheapened and poorer type of medical service will result 
from a regimented medical program.” —JOHN T. ALEXANDER, The Kansas City Star. 
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because Neo-Polycin Ointment 


helps clear 
topical infections 
promptly 


Neo-Polycin® provides neomycin, bacitracin and polymyxin, 
the three antibiotics preferred for topical use because this 
combination is effective against the entire range of bacteria 
causing most topical infections...has a low index of sensi- 
tivity...and averts the risk of sensitization to lifesaving 
antibiotics, since these agents are rarely used systemically. 
And Neo-Polycin provides these three antibiotics in the 
unique Fuzene® base, which releases higher antibiotic con- 
centrations than is possible with grease-base ointments. 


Each gram of Neo-Polycin contains 3 mg. of neomycin, 400 units of bacitracin and 
8000 units of polymyxin B sulfate in the unique Fuzene base. Supplied in 15 Gm. tubes 


PITMAN-MOORE COMPANY, DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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The Physiology of the Newborn Infant. 

8rd ed. By Clement A. Smith, M.D. Pp. 497. Price, $12.50. 

Charles C Thomas, Springfield, Ill., 1959. 

TuIs publication provides excellent material on the 
adaptation of the body mechanisms of newborn in- 
fants to extrauterine environment. The contents are 
important for pediatricians, obstetricians and general 
practitioners. 

Early growth and development of the fetus, intra- 
uterine activity and characteristic processes during 
the gestation period are well defined. Each system is 
fully discussed as to adjustment, function and main- 
tenance of function, as well as to problems encoun- 
tered in the immediate neonatal period. 

Pertinent charts and graphs add to a clearer under- 
standing of the basic physiology and functions in 
the newborn. At the end of each chapter a most ade- 
quate section reviews basic factors by clinical 
summarization. 

Diagnostic and therapeutic techniques and ex- 
perimental therapy in the reduction of infant mor- 
tality are thoroughly discussed. 

The range of data on the recognition of normal 
and abnormal findings in the newborn makes this 
book a must for anyone connected with infant care. 

—MARJORIE E. CONRAD, M.D. 


Cutaneous Manifestations of the Malignant Lymphomas. 
By Samuel M. Bluefarb, M.p. Pp. 534. Price, $15.50. 
Charles C Thomas, Springfield, Ill., 1959. 

ONE of a series of monographs on the cutaneous 

manifestations of reticuloendothelial diseases, this 

book is concerned with mycosis fungoides, Hodgkin’s 
disease and lymphosarcomas. An authoritative, dedi- 
cated student of this field of medicine, the author, 
an associate professor of dermatology at Northwest- 
ern University Medical School, published a mono- 
graph on Kaposi’s sarcoma in 1957. Here his ma- 
terial, patiently collected and carefully documented, 
is presented in a systematic way that bespeaks not 
only mature scholarship but also sophisticated evalu- 
ation by an experienced clinician. The book is hand- 
somely printed, expertly edited and instructively 
illustrated with two color plates and 171 electrotypes 
showing patients and pathologic tissues. 

Dr. Bluefarb points out that “in many instances 
the cutaneous features are the first discernible signs”’ 
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in these diseases, their recognition “permitting a 
diagnosis to be made before lymphadenopathy, sple- 
nomegaly, hepatomegaly or changes in the peripheral 
blood picture become apparent.’’ He distinguishes 
the mycosis fungoides which was classically described 
by Alibert as a disease entity characterized when 
typical by an infiltration which ‘“‘in no way suggests 
leukemia, Hodgkin’s disease or any other related 
condition, nor does it resemble any variety of sar- 
coma. It consists of a great variety of cells.” 

The concept is misleading, he believes, that other 
types of mycosis fungoides exist in an erythroderma 
or “‘d’emblee” form. The latter is almost always a 
manifestation of lymphosarcoma from inception to 
termination or, rarely, the primary lesion of Hodg- 
kin’s disease; the former is a manifestation of Hodg- 
kin’s disease, chronic lymphatic leukemia or lympho- 
sarcoma. He thinks that, while these diseases may 
begin as malignant, they also may evolve from any 
chronic dermatosis or benign inflammatory process 
in a manner analogous to the transition of benign 
epithelial neoplasms and precancerous dermatoses 
into malignant epitheliomas. 

The comprehensive chapters on diagnosis, prog- 
nosis and treatment have especial appeal to general 
practitioners, who need to know that Dr. Bluefarb’s 
monograph exists and that, when the rare cases turn 
up, this exposition describes lucidly all that is known 
about them. —RICHARD L. SUTTON, JR., M.D. 


Principles and Practice of Obstetric Anaesthesia. 

By J. Selwyn Crawford, M.B. Pp. 128. Price, $4. Charles C 

Thomas, Springfield, Ill., 1959. 
THIS book was written with a desire to fill a gap in 
the literature because there was no British textbook 
of obstetric anesthesia in print. Perhaps the author 
has done this—but it is difficult for one living and 
practicing in the middle of the United States to 
appreciate the problem, much more to judge the 
result. For example, it is not easy for us to under- 
stand why only the 6,000 operative cases have re- 
quired anesthesia out of the 260,000 domiciliary 
deliveries occurring annually in England and Wales. 
It is also difficult to comprehend the statement: 
“Tt is well enough recognized that, in this country, 
the call for anaesthesia in the obstetric department 
is an emergency measure.” 
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Sleepers 


® Russian investigators have found that 
treatment with artificial sleep can rejuvenate 
animals. One dog, ‘‘naturally’’ senile, was 
restored to vigor through sleep ; rats and 
monkeys made prematurely senile through 
exhaustion of the cortical cells were also 
rejuvenated by sleep. 


® A new electronic device has been invented to 
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its alluring and irresistible enticements will 
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It is assumed by the author that the reader is 
well versed in details of anesthesia technique but, 
unfortunately, this is not always true of the person 
interested in obstetric anesthesia. The references to 
physiologic and pharmacologic processes in obstetric 
analgesia and anesthesia are emphasized, and justly 
so, but the organization, lack of good illustrations 
and difficulty in reading make one wonder if the 
book would be of great value to the average doctor 
in general practice. 

— WALTER W. TILLMAN, JR., M.D. 


Temporal Lobe Epilepsy. 

Edited by Maitland Baldwin, M.D. and Pierce Bailey, M.D. 

Pp. 581. Price, $15.50. Charles C Thomas, Springfield, 

Tll., 1958. 

A number of different terms have been used to 
describe epileptiform seizures apparently originating 
from a focal point in the brain, often in the vicinity 
of the temporal lobe. The comraonest synonym in 
this country has been “‘psychomotor epilepsy,’ as 
distinguished from grand and petit mal. 

Although only one out of six epileptics has psycho- 
motor, or temporal lobe, epilepsy, this pathologic 
brain function has stimulated more interest than 
other forms of epilepsy among scientists concerned 
with the clinical or pathologic study of the brain. 
This book is a compilation of papers presented by 
students of the epilepsies at the Second International 
Colloquium of Temporal Lobe Epilepsy. 

The material accumulated here is esoteric to the 
neurologist and neurosurgeon, valueless to the gen- 
eral practitioner. —DANIEL M. ROGERS, M.D. 


Basic Physics in Radiology. 

By L. A. W. Kemp, PH.D. and R. Oliver, M.sc. Pp. 329. 
Price, $8.50. Charles C Thomas, Springfield, Ill., 1959. 
THE authors of this handbook are experienced hos- 
pital physicists, familiar with teaching the techniques 
of radiologic physics to students and technicians. The 
book provides important material for any person 
specializing in the diagnostic, therapeutic or indus- 
trial phases of radiology. It includes a concise con- 
sideration of the mathematic background of medical 

radiology. 
The language is simple; the illustrations are ex 
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cellent; the presentation is good, and the paper and 
printing are superior. Anyone wishing a simplified 
discussion of basic material will enjoy this handbook. 
It should be stated, however, that the busy general 
practitioner is not likely to use this publication unless 
he is particularly interested in radiology. 

The book does not assist the physician in diag- 
nosis of clinical cases. It does, however, provide 
fundamental considerations of the radiologic tools 
with which he works. 

— EUGENE P. PENDERGRASS, M.D. 


Gray’s Anatomy of the Human Body. 

27th ed. By Henry Gray, M.D. Revised and edited by 

Charles Mayo Goss, M.D. Pp. 1,458. Price, $17.50. Lea 

& Febiger, Philadelphia, 1959. 

AT first flush, a review of a new edition of “‘Gray’s”’ 
would seem about as superfluous as one of a reprint- 
ing of the Bible. Mother Nature, unlike the auto 
manufacturers, doesn’t bring out a new model every 
year. This particular edition of our anatomic classic, 
however, marks the hundredth year of its publica- 
tion, which merits some comment. 

Like the new cars, this edition does include some 
significant refinements. For example, the chapter on 
the central nervous system has been entirely rewrit- 
ten and compacted, requiring some 50 pages less 
than the 1954 book. Conversely, the discussion of 
the cardiovascular system has been expanded into 
three separate chapters—heart, arteries and veins— 
each with its own embryology. The heart chapter 
has been almost completely rewritten, with a greater 
number of illustrations. There is also considerably 
more descriptive detail on the upper abdominal ar- 
teries. The chapter on ductless glands has been re- 
titled “Endocrine Glands” (although the publisher 
neglected to make the same change in the table of 
contents) with a considerably expanded text that 
embodies the latest conclusions on the physiologic 
function of these bodies. 

The nomenclature of the 1955 Paris Congress has 
been followed throughout. Purists will gladly note 
that anatomic eponyms have largely disappeared 
from this edition, having been retained only when no 
other term is available. 

For those who treasure unessential statistics, 
Gray’s Anatomy has almost doubled in size in 100 
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years—from 754 pages in Henry Gray’s initial pub- 
lication to 1,458 in this Century Edition. Prior to 
this newest version, a total of 572,500 copies had 
been printed, which would make a stack 24 miles 
high, according to the publisher’s slide rule, and 
would weigh 2,000 tons. More significant is the 
knowledge that the original creation of this brilliant 
young anatomist (who died of smallpox at age 34) 
has been constantly improved through the years but 
never supplanted. One is moved to conjecture, too, 
that among the young men who struggle through 
this tome during the coming months there might be 
one or two who are great-grandsons of other youths 
who found in the first edition better understanding 
of the human body. —M. G. HERMETET 


Parsons’ Diseases of the Eye. 

13th ed. By Sir Stewart Duke-Elder. Pp. 613. Price, $8.75. 

The Macmillan Company, New York, 1959. 

THE thirteenth edition of this excellent text on 
ophthalmology retains the general-purpose format 
of the previous editions but, for pedagogic reasons, 
has been somewhat altered in the sequence of sub- 
jects. The book is a resumé of ophthalmology; there- 
fore, the inclusion of material on rare conditions and 
operative techniques takes space from a full treat- 
ment of the commoner conditions which the general 
practitioner sees. The gonioscopic appearance of the 
filtration angle, the stenopeic test for the differential 
diagnosis of haloes and the steps in the operation for 
cataract are given considerable space, whereas dia- 
betic retinopathy is treated in one page. 

This emphasis on rare conditions obviously makes 
the book of limited value to the general practitioner 
as a reference book for the cases_he is likely tosee 
and treat. —F. H. ADLER, M.D. 


Recent Progress in Oxytocin Research. 
By B. Berde, M.D. Pp. 110. Price, $4.75. Charles C Thomas, 
Springfield, Ill., 1959. 


THIs is a well-documented monograph on the origin, 
production and action of oxytocin. Theoretic and 
practical experiences with oxytocin are presented in 
detailed form with clear illustrations. This contribu- 
tion to the American Lecture Series will serve as an 
excellent reference for obstetricians, pharmacolo- 
gists and scientists interested in the role of oxytocin 
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in human physiology and reproduction. It has a 
place in the library of the general practitioner who 
has a special interest in this subject. 

—JOHN PARKS, M.D. 


Navy Surgeon. 

By Rear Admiral Herbert Lamont Pugh. Pp. 459. Price, 

$5. J. B. Lippincott Company, Philadelphia, 1959. 
THis book is the autobiography of Dr. Herbert 
Lamont Pugh, ex-surgeon general of the United 
States Navy. Starting with his birth in Albemarle 
County, Va., in the year 1895, and ending with his 
retirement from the Navy as surgeon general in 
1954, his story is thrilling. Admiral Pugh tells of his 
early childhood and schooling, college days, medical 
school and choice of the Navy as a career. Beginning 
in 1924 as an intern in a naval hospital, he advanced 
to the top position in the Navy Medical Service. He 
has traveled millions of miles and has visited every 
United States naval hospital in the world. This 
book is recommended to those who enjoy medical 
biography and travel as well as American history. 

—JAMES P. JOBE, M.D. 


A Compendium of Research and Theory on Stuttering. 

By Charles F. Diehl, PH.D. Pp. 314. Price, $9.75. Charles 

C Thomas, Springfield, Ill., 1959. 

THIs book collects the material of many articles in a 
systematic way so that the reader can compare and 
evaluate many theories or research projects and, it 
is hoped, then make his own conclusions. 

The compendium includes 193 abstracts plus more 
than 350 additional reading references. These are 
organized into five units of study: history, symptom- 
atology, physiologic etiology, psychologic etiology 
and therapy. Each abstract follows four division 
areas: purpose, experimental design, summary and 
conclusions. 

For one interested in stuttering, this book offers a 
mass of material in readable, to-the-point form. For 
the student, it would be most helpful in further 
study or as a basis for a thesis. 

The book is well planned, with excellent print and 
paper. Even though no pictures or graphs are used, 
the text is not monotonous. I would recommend it 
for the busy physician to read in his so-called ‘‘spare 
time.”’ —MARJORIE E. CONRAD, M.D. 
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Gynecologic Endocrinology. 

By Gardner M. Riley, PH.D. Pp. 330. Price, $8.50. Harper 

& Brothers, New York, 1959. 

As the essence of femininity consists of the female 
organs and an endocrine endowment peculiar to the 
sex, this book sends a revealing shaft of light to the 
heart of this inscrutable complexity. The author 
illuminates many facts of gynecologic physiology 
and pathophysiology; he also clearly defines many 
gaps in our knowledge awaiting further research. 
Functional dysmenorrhea and premenstrual tension, 
for example, are not yet fully categorized as to 
etiology or treatment. Wherever a rational approach 
to elucidation or treatment has been made, how- 
ever, Dr. Riley quotes the most recent and likely 
hypotheses and recommendations. 

The book is divided into three sections. The first 
deals with the normal physiology of the generative 
organs and endocrine glands, especially the pitui- 
tary. It includes an excellent chapter on cyclic 
changes in the genital tract. 

The second section covers the hormonal aspects 
of clinical gynecology. There are absorbing and 
lucid descriptions of the endocrinology of the fetus, 
of infertility and of endocrine disorders of preg- 
nancy. In the final section are chapters on steroids 
and diagnostic procedures and a compendium of 
pharmaceutical preparations. 

From the description of the organic norm, through 
the clinical patterns of endocrine dysfunction, to the 
diagnostic tests, the subject is developed in a logical 
pattern and is liberally illustrated with drawings and 
photographs. Both the table of contents and the 
index make the subjects readily available. For all 
who seek a quick reference or desire to do more 
studious reading on the endocrine aspects of gyne- 
cology, this small volume can be recommended. 

— DANIEL M. ROGERS, M.D. 


Cold Injury. Transactions of the Fifth Conference, Arctic 
Aeromedical Laboratory, 1957. 
Edited by Irene Ferrer, M.D. Pp. 341. Price, $5.95. Josiah 
Macy, Jr. Foundation, New York, 1958. 
Tus book is a record, written in forum style, of the 
experience and research of scientists at the Arctic 
Aeromedical Laboratory conference. It is obviously 
not a book that will appeal to the average general 
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practitioner. Physicians who may be concerned with 
the topics discussed will be relatively few. 

Anesthesiologists, research physicians and physi- 
ologists may be interested in animal and human 
cold adaptation; the cardiologist may be interested 
in the discussion of arrhythmia in hypothermia. The 
discussion of hibernation should engage the atten- 
tion of all. Because of the conversational style of 
the book, opinion rather than facts seems to be its 
main contribution to the reader. 

—VERNE L. ADAMS, M.D. 


Neurological Complications of Lymphomas and Leukemias. 
By Henry M. Williams, M.p., Lloyd F. Craver, M.D., 
Henry D. Diamond, M.D. and Herbert Parsons, M.D. Pp. 
134. Price, $5.75. Charles C Thomas, Springfield, Ill., 
1959. 

AS one may judge from the title, this book covers a 

phase of a highly specialized field. The reader be- 

comes aware of some aspects of leukemia which are 
not too familiar to the average physician, such as 
compression of the cord, cerebral and cranial nerve 
involvement, herpes zoster, infection and hemor- 
rhage in the central nervous system. This text has 
limited value to the general practitioner, unless he 
is especially interested in leukemia. 

—SIDNEY R. BRANSON, M.D. 


Chemical Quantitation of Epinephrine and Norepinephrine 
in Plasma. 

By William Muir Manger, M.D. et al. Pp. 398. Price, 

$11.50. Charles C Thomas, Springfield, Ill., 1959. 
MORE and more, as ultimate mechanisms are being 
discovered, biochemistry is becoming a part of clini- 
cal medicine. The up-to-date general practitioner 
knows a good deal about norepinephrine, serotonin, 
pheochromocytomas and other specialized topics. 
This situation could not have been imagined a very 
few years ago and it explains why a book such as 
this one should be reviewed in GP. 

Dr. Manger and coworkers have given us a book 
that is, in spots, heavy going indeed, and we may as 
well admit at the outset that it was not written for 
general practitioners. But the story of the authors’ 
breakthrough on an important frontier of medicine 
is fascinating, even if some of the technical details 
are a bit tedious for the practicing physician. Do not 
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be deceived: There is a host of practical points among 
the theoretic ones. Indeed, one begins to doubt that a 
distinction can be drawn between “‘practical’’ and 
‘theoretic” in these days of explosive increase of 
medical knowledge. 

The book can be recommended for any physician — 
general practitioner or other—who wants to exercise 
his cerebrum on something other than routine medi- 
tal literature or detective stories. Needless to say, 
the publishers have continued in their tradition of 
fine bookmaking. —JESSE D. RISING, M.D. 


That the Patient May Know. 

By Harry F. Dowling, M.D. and Tom Jones. Pp. 139. 

Price, $7.50. W. B. Saunders Company, Philadelphia, 

1959. 

THIs book, an atlas for use by the physician, is an 
excellent aid in his explanations to the patient. The 
text is written in simple language which should be 
easily understood by the patient and is intended to 
be used with the physician’s guidance. It is divided 
by anatomic and physiologic systems into ten sec- 
tions, each of which is well written and well illus- 
trated. 

The book has been carefully planned, edited and 
produced and should become a handy tool in the 
practice of a busy physician. The general practitioner 
should find this text almost essential in explaining— 
“that the patient may know.” 

—CARROLL L. WITTEN, M.D. 


X-Ray and Radium in Dermatology. 

By Bernard A. Wansker, M.D. Pp. 114. Price, $5. Charles 

C Thomas, Springfield, Ill., 1959. 
INTENDED to present the scope of radiotherapy of 
skin disorders, this compendium grew from notes the 
author made in preparing for examinations of the 
American Board of Dermatology. He has expanded, 
revised and published them for the guidance of others 
in a comparable stage of education. Disclaiming the 
possession of authority, he quotes extensively and 
on the whole with discrimination. To take issue with 
some of his authorities may be unfair, although it is 
tempting to do so, for most of the dogmatic recom- 
mendations as to treatment merit elaboration if not 
debate. 

If the author rewrites the book ten years from 
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now, it may be a better one; it would benefit from 
additional experience in the practice and teaching of 
medicine and also from study of, let us say, Morris 
Fishbein’s readable little classic, Medical Writing. 
This elementary essay bridges part of the gap be- 
tween college physics and the use of radiation in 
treating people. 
— RICHARD L. SUTTON, JR., M.D. 


Peripheral Vascular Diseases. 

By Travis Winsor, M.D. Pp. 845. Price, $16.50. Charles C 

Thomas, Springfield, Ill., 1959. 

THIS profound volume deals with all aspects of pe- 
ripheral vascular diseases. The anatomy, physiology 
and pathology of the peripheral vascular system are 
dealt with in great detail. The descriptions of these 
phases of the subject are skillfully written and the 
numerous unique illustrations augment the text 
effectively, making this book easy to read and to 
comprehend. In many parts of the book the illustra- 
tions alone tell a complete story. Appropriately, the 
author begins the book with an excellent description 
of vasomotion necessary to the understanding of 
peripheral vascular diseases. 

Much of the book is devoted to the numerous 
methods of diagnosing peripheral vascular diseases. 
In particular, plethysmography is well described in a 
practical, ready-to-use fashion. Then follows a 
thorough discussion of each disease or deviation 
from the normal which may affect the peripheral 
vessels. 

To many physicians the treatment of peripheral 
vascular diseases is a gloomy subject. In the light of 
what Dr. Winsor says about treatment, the subject 
becomes considerably brighter. Many patients with 
peripheral vascular disorders which were classified 
previously as “‘hopeless” will benefit greatly if their 
physicians understand the last chapter of this out- 
standing book. 

More than any other group in medicine, general 
practitioners should not only read and understand 
this book but also have it available for frequent refer- 
ence. Wide dissemination of Dr. Winsor’s Peripheral 
Vascular Diseases among general practitioners will 
help countless patients who are potentially or 
actually afflicted with disorders of the peripheral 
blood vessels. —NORMAN F. COULTER, M.D. 
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Notes of a Soviet Doctor. 
By G. S. Pondoev. Pp. 238. Price, $4.95. Consultants 
Bureau, Inc., New York, 1959. 
IF you read this book you should not expect to learn 
much about Russian medicine today. It no more mir- 
jrors Soviet medical practice than the rather pathetic 
manegyric Medicine and Health in the Soviet Union by 
ithe late Henry E. Sigerist. Wretchedly written, the 
book achieves the difficult art of intense boredom on 
a grandiose scale, 
| Chauvinism dominates the book ad nauseam: All 
medical skill and wisdom hails from Soviet Russia. 
Nothing before the Soviet dictatorship and nothing 
outside it merits much praise. Why? Because “the 
great ideas of Marx, Engels and Lenin are the 
| weapons of the Soviet doctor in this great, complex 
| and noble task.” Every real Soviet doctor would 
| admit off the record that this is rubbish. Pavlov gets 
| his lion’s share of fulsome idolatry. Quotations from 

Latin, even from Greek, appear dragged in by the 

scruff of the neck to convey a hint of wide culture. 

Like Sigerist, Dr. Pondoev confuses vast plans and 
| some real progress with important achievement and 
| world leadership. Pre-Soviet medicine largely ignored 
| the peasant and poorer workers. Today both get 
medical care but on a fairly low level by our stand- 
yards. 

American medicine gets most of the inept criticism 
of “capitalistic” medical practice. Yet the quack and 
the homeopath apparently still exist in Russia, ac- 
cording to Dr. Pondoev. He also ridicules ‘‘church 
medicine” but lauds faith healing by Soviet doctors. 

Human life in Russia is ‘‘sacred’’; yet abortions are 
routine and legal. Soviet legislation does not recognize 
professional secrecy, only official secrecy. Still, 
Pondoev admits that in this best of all possible medi- 
cal worlds some Soviet doctors do make mistakes, 
once in a while. 

He addresses his book to men exclusively, but per- 
haps 75 per cent of students in Russian medical 
Schools (institutes) are women. He writes for men to 
encourage more of them to enter a field otherwise 
800n to be dominated by women. We seem to get the 
tacit admission that today Russian medicine does not 
attract the ablest masculine minds. 

For the rest of the book we are exposed to ram- 
bling generalities, muddled philosophy and some 
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grains of common sense such as ““Treat the patient, 
not the disease.’”’ How did such a pathetic book come 
into print? This reviewer’s guess is that the author 
wrote it on order, peering fearfully over his shoulder 
at the censor. 

Dr. Pondoev probably is a kindly, gracious, wise 
doctor. Dozens of Russian doctors impressed this 
reviewer as such. But churning out propaganda on 
order is just not Dr. Pondoev’s cup of tea. 

—Luoyp F. SMITH, M.D. 
Studies on Fertility, 1957. 

Edited by R. G. Harrison, M.A. Pp. 170. Price, $5. Charles 

C Thomas, Springfield, Ill., 1958. 

THIS 170-page annual publication is a compendium 
of scientific papers on original investigations of fer- 
tility. The papers deal with fertility of human beings 
and of experimental animals, both male and female. 
Illustrations and charts are used in appropriate 
places. 

Intended primarily as a medium for distributing 
society proceedings to members of the Society for 
Study of Fertility, the book is also of value to those 
interested in fertility research. It would not be of 
much value to the general practitioner. 

—BERTRAM L. TRELSTAD, M.D. 


Diseases of the Nose, Throat, and Ear. 

2nd ed. Edited by Chevalier Jackson, M.D. and Chevalier L. 

Jackson, M.D. Pp. 886. Price, $20. W. B. Saunders 

Company, Philadelphia, 1959. 

TxHIs book on otolaryngology is outstanding in scope 
and detail. The subject is treated in five parts: 
(1) the nose and nasal accessory sinuses, (2) the anat- 
omy and diseases of the mouth, fauces and pharynx, 
(3) the anatomy, physiology and diseases of the ears, 
including disturbances of hearing and the labyrinth, 
(4) the diseases of the larynx and hypopharynx (with 
an outstanding article on the examination of the 
larynx by Dr. Chevalier Jackson) and (5) the dis- 
eases of the bronchi and esophagus. 

The volume, edited by Chevalier Jackson and 
Chevalier L. Jackson, includes contributions of 61 
outstanding authorities. 

The second edition contains much new material 
on recent aspects of otolaryngology. Special mention 
should be made of ‘Mobilization of Stapes for 
Otosclerotic Deafness’”’ by Samuel Rosen, ““Hema- 
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tologic Aspects of Otonasopharyngeal Disorders” by 
Leandro M. Tocantins and “Esophageal Disease 
from the Viewpoint of the Internist” by Stanley H. 
Lorber. 

The article on acute and chronic rhinitis, on the 
other hand, needs critical revision if it is to indicate 
the progress made in the treatment of this disease 
in the past decade. 

There are 1,193 illustrations, including 76 color 
plates, which add immeasurably to the value of the 
text. 

Since otolaryngology represents a major portion 
of the practice of the family physician, Diseases of 
the Nose, Throat and Ear would be a great asset to 
him. I recommend it as an addition to his library. 

—LouIs H. WEINER, M.D. 


Pathology. 

By Peter A. Herbut, M.D. Pp. 1,516. Price, $18.50. Lea 

& Febiger, Philadelphia, 1959. 

A monumental compilation of the disease process, 
this book covers all systems of the human body and 
abounds in both microscopic and gross illustrations. 
Associated with this systematic pathologic physiology 
is an array of interrelated metabolic deviations. 
Nothing seems to have been omitted. 

Basically, the book was inspired by and intended 
for students of medicine— undergraduate and gradu- 
ate alike. It is written in logical sequences, allowing 
the reader to arrive at an understanding of a disease 
as an entity. Anyone desiring a complete explanation 
of pathology could do no better than to own this 
volume. —A. E. RITT, M.D. 
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Preventive Medicine. 

Edited by Herman E. Hilleboe, M.D. and Granville W. 

Larimore, M.D. Pp. 731. Price, $12. W. B. Saunders 

Company, Philadelphia, 1959. 

Drs. Herman Hilleboe and Granville Larimore have 
assembled, with a corps of contributors, the most 
comprehensive textbook of preventive medicine I 
have seen. 

In their discussion the authors separate the pre- 
vention of occurrence of disease from the prevention 
of its progress after it has been encountered. Under 
the first topic are included chiefly the public health 
problems, such as air pollution, protection of water, 
milk and food, disposal of sewage and prevention of 
industrial hazards. There is also a discussion of 
occupational health. These subjects are clearly 
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@ The Bowel is a‘ Veritable Culture Tube in which 
definite bacterial types appear to be struggling 


@ “E. coli is normally present in enormous numbers in the 
usually constitutes 75% of the intestinal 


@ “itis also noteworthy that relatively few living represent- 
atives of the B. co/i class are present in the movements 
of healthy persons with obstinate constipation."’> 


ZYMENOL PROMOTES THE BALANCED INTESTINAL FLORA 
Effective even in obstinate constipation 


THE ORIGINAL AND ONLY EMULSION WITH 


* Teaspoonful dosage * Sugar-free * Non habit- 
forming + No irritative peristaltic stimulants 


Zymenol 


Available in 14 oz. and 8 oz. bottles 
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Liberal Samples on Request 


GLIDDEN LABORATORIES, Inc., Waukesha, Wisconsin 


treated by experts and the contributors have the 
advantage of being active teachers in medical 
schools across the nation. 

In the second portion of the text the authors have 
compiled chapters on the discovery of disease and 
the methods used to prevent its spread and its 
progress in the individual. There are chapters on 
screening of cancer and tuberculosis and fine reports 
on rehabilitation and on alcoholism. 

There is ample information in this thorough text, 
yet the authors have stripped it of excess verbiage. 
Every general problem in preventive medicine is 
discussed and the mechanism of effecting a solution 
to these problems, where possible, is presented. This 
is a superior text and a valuable reference work. 

—FountT RICHARDSON, M.D. 
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Veritable 
Culture 


REFERENCES: 1. Rettger, Leo F., Bacteria of the intestinal 
Tract, Chap. 46, p. 639, in Jordan, £.0. (ed.): Newer Knowledge of 
nd | 


an Chicago, Univ. of Chicago Press, 
1928. 2. Portis, Sidney A.: Diseases of Digest. Syst., Philadelphia, 
Lea & Febiger, 1953, p. 932. 3. Herter, C. A.: Common Bacterial 
Infections of Digest. Tract. New York, Macmillan Company, 1907. p.9. 
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Behavioral Analysis. 

By David M. Levy, M.D. Pp. 370. Price, $9.50. Charles C 

Thomas, Springfield, Ill., 1958. 

BEHAVIORAL analysis on a scale of values seldom 
occurs to the busy general practitioner, since his days 
and nights involve analysis of persons of all ages 
and of many families. It is important that evalua- 
tion of social behavior be valid and factual, rather 
than based on an impression of a person’s response 
to a given situation. 

The book reports a survey of behavior values, or 
attitudes, of a group of mothers with their newborn 
babies. This is accomplished by an interview and 
three or four later observations by different persons. 
Special attention has been given to making the study 
as valid as possible. The observations cover the greet- 
ing of the child, its nursing and all responses, the end 
phase of nursing (when the child is returned to the 
nurse) and the maternal attitudes. 

The book evaluates the social behavior of this 
group by a scientific method, rather than by a gen- 
eral impression. The book is well printed but the work 
is so extensive that the busy reader will find himself 
lost in computations and notations. There are no 
illustrations or graphs. 

This book will be useful to the research worker 
in social behavior rather than to the physician; 
therefore, it is not recommended to the latter. 

—JOHN A. BROWN, M.D. 


Surgery of the Stomach and Duodenum. 

By Claude E. Welch, M.D. Pp. 405. Price, $9.75. The Year 

Book Publishers, Inc., Chicago, 1959. 
THIS volume is a somewhat expanded version of the 
second edition, which appeared four years ago and 
found a valuable place on many of our bookshelves. 
The author has combined in a relatively small text 
an amazing amount of material on history, anatomy, 
pre- and postoperative treatment and anesthesia, as 
well as surgical techniques used in treating lesions of 
the stomach and duodenum. Complications are ade- 
quately discussed and there are two brief sections on 
specialized instruments commonly used in surgery of 
this region. The text, in addition to the profuse 
descriptive illustrations, brings a wealth of material 
to the reader in a brief time. 

As an over-all evaluation of this edition, I believe 
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the author has presented the significant advances in 
surgery of the stomach and duodenum in a most 
digestible manner. The book is a wonderful review, 
ready for quick reference. It is not designed for 
physicians who are not actively engaged in surgery 
of the stomach and duodenum, but rather for those 
concerned with surgical techniques in this area, as 
well as for the resident in surgery and the young 
surgical specialist. — DAvip G. JAEHNING, M.D. 


The Amphetamines. Their Actions and Uses. 
By Chauncey D. Leake, PH.D. Pp. 167. Price, $4.50. 
Charles C Thomas, Springfield, Ill., 1959. 


MucuH of the present knowledge of the amphetamines 


is compiled in this volume. Although concerned pri- 
marily with the three best-known amphetamines— 
amphetamine sulfate, D-amphetamine sulfate and 
methylamphetamine— it also offers comparative in- 
formation on related compounds which have simi- 
lar actions. Discussions of pharmacology and chem- 
istry, although not exhaustive, are certainly ade- 
quate. The chapters of most practical interest are 
“Therapeutic Use” and “Sociological Aspects.” 
This is not a book recommended for casual perusal 
but one which would be useful as a reference if one 
were needed. —JOHN C. ELY, M.D. 


The Practice of Nuclear Medicine. 

By William H. Blahd, m.p., Franz K. Bauer, M.D. and 

Benedict Cassen, PH.D. Pp. 407. Price, $12.50. Charles C 

Thomas, Springfield, Ill., 1958. 

ESSENTIALLY A laboratory procedure manual in the 
field of radioisotope diagnosis and therapeutics, this 
volume is outstanding in its field and is highly 
recommended for every general practitioner who 
wishes to acquaint himself with this new and useful 
branch of clinical medicine. 

The text is distinguished by a thorough and rela- 
tively nonmathematic approach to the principles of 
nuclear physics, furnishing a clear and understand- 
able statement of the theory of radiation. The au- 
thors discuss in detail the theory and the diagnostic 
and therapeutic laboratory procedures involved in 
the use of all presently employed radioisotopes and 
devote a good part of their book to description and 
suggestions for the setting up of a nuclear medicine 
laboratory. —S. A. GARLAN, M.D. 
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Acute conjunctivitis’ before treatment, showing engorged irregular superficial vessels 


true solution 


fast anti-inflammatory 
and irritating steroid particles}: 


@ mg. for mg. the most active steroid topically—up to 40 times the potency 
of hydrocortisone 


@ optimal not minimal steroid concentration in true solution for peak effective: 
ness ... maximal contact at the site of the lesion 


@ quick-acting broad antimicrobial activity when infection threatens recovery 
@ superior patient comfort—no stinging, no irritating particles, bland carrier 
1. Gordon, D. M.: Scientific Exhibit, American Medical Association, Annual Meeting, San Francisco, 1958. 
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Annual Assembly Breaks All Attendance Records 


hr. Floyd C. Bratt Chosen President-elect 


SummAN ASSEMBLY featuring a record-breaking at- 


tendance of 7,504 was held in Philadelphia March 


paumai-24, when the American Academy of General 
mePractice met conjointly with the Postgraduate 


Institute of the Philadelphia County Medical So- 
ciety. 

Prior to the opening of the scientific program, 
the Congress of Delegates met for a three-day ses- 


waeasion. In the annual elections at the final session of 
Smine Congress Monday morning, Retiring Board 
mChairman and Vice President Floyd C. Bratt, 


Rochester, N.Y., was named president-elect. Dr. 
Bratt defeated Retiring Director Norman R. Boo- 
her, Indianapolis, Ind. 

In the vice presidential campaign, Speaker of 
the Congress James D. Murphy, Ft. Worth, Tex., 
and Dr. Ira L. Hancock, Jr., Creeds, Va., were 
nominated. Dr. Murphy, who completed his fifth 
successive term as speaker, was elected to suc- 
teed Dr. Bratt. 

Drs. Donald H. Kast, Des Moines, Ia., Walter 
W. Sackett, Jr., Miami, Fla., and Julius Michael- 
son, Foley, Ala., were elected to three-year terms 
on the Board of Directors. 

Vice Speaker of the Congress Carroll L. Wit- 
ten, Louisville, Ky., was named speaker by accla- 
mation. Dr. Lewis W. Cellio, Columbus, Ohio, de- 
feated Dr. Joseph W. Telford, San Diego, Calif., 
in the vice speaker race. : 

At the meeting of the new Board of Directors 
on Thursday, Dr. James D. Murphy was elected 
chairman, The Academy’s treasurer, Dr. Albert 
E. Ritt, St. Paul, Minn., was named to serve a 
fourth term. 

While the Congress met in the Bellevue Strat- 
ford, headquarters hotel, 332 technical and 1388 
scientific exhibits were being set up in Convention 
Hall, where the outstanding scientific program 
was presented. Thirty-five medical authorities 
provided both an entertaining and informative 


Retiring Board Chairman Floyd C. Bratt (left), the delegates’ choice for 


president-elect, presented the Academy’s new president's medal to 
President Fount Richardson at the opening session of the Congress. 


i 
Ad» 
ag 
Philadelphia’s Convention Hall was the setting for the scientific pro- 
gram which opened Monday and closed Thursday. An all-time high | 
} attendance record was set. | 
§ 


The past, present and future leaders of the Academy are (left to 
right) Retiring President Fount Richardson, President John G. Walsh 
and President-elect Floyd C. Bratt. 


Elected to three-year terms on the Board of Directors were (left to 
right) Drs. Donald H. Kast, Des Moines, la., Walter W. Sackett, Jr., 
Miami, Fla., and Julius Michaelson, Foley, Ala. 


Elected Academy treasurer for 
his fourth consecutive term 
was Dr. Albert E. Ritt, St. Paul, 
Board of Directors. Minn. 


= 

Retiring Speaker James D.: 
Murphy was elected both vice 
president and chairman of the 


lecture series for the 3,578 physicians who at. 
tended the sessions. 

A standout of the 12th Annual Scientific As 
sembly was the special exposition of an actual 
Sears-Roebuck Foundation medical office facility 
which is available today and a replica of a mid. 
19th Century physician’s office, made available by 
Mead Johnson & Company. 

Local arrangements in the City of Brotherly 
Love were carried out by a committee chair. 
manned by Dr. John B. Jacobs, Lansdale, Pa. Dr. 
Horace W. Eshbach, Drexel Hill, Pa., former vice 
speaker of the Congress of Delegates, was vice 
chairman. The interesting, varied program plan. 
ned for the ladies was under the direction of Dr. 
Dorothy Johnson, Philadelphia. 

Several events highlighted the 12th Annual As. 
sembly. On Friday evening, officers and members 
of the Board and their wives were dinner guests 
at the exclusive Union League Club. 

During the Congress of Delegates session, Dr, 
Hugh H. Hussey, dean of Georgetown University 
School of Medicine and GP’s medical editor for 
nine years, was elected to honorary membership 
in the Academy. He is the 11th person to be s0 
honored. Dr. Wilburt C. Davison, dean of Duke 


The first official function of the 12th Annual Assembly was the 
Board of Directors meeting on Friday. Left to right (counterclock- 
wise) are: Drs. John O. Milligan, Fount Richardson, Holland T. Jackson, 
Carroll L. Witten, James D. Murphy, John Paul Lindsay, Mary Elie 
beth Johnston, John G. Walsh, Floyd C. Bratt, Norman R._ Booher, 
Executive Director Mac F. Cahal, Dr. Albert E. Ritt, Miss Helen Cobb, 
Drs. James M. Perkins, Paul S. Read, Daniel M. Rogers and Herbert 
W. Salter. 


4 Dr. Lewis W. Cellio (left), newly-elected vice speaker of the Congress of Dele 
gates is congratulated by Retiring Vice Speaker Carroll L. Witten, who w# 
elected speaker by acclamation. 
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University School of Medicine, was awarded a 
Certificate of Meritorious Service. 

Special guests at the Assembly included AMA 
Vice President J. Stanley Kenney, New York City, 
and Dr. Franz Kral, a representative of the New 
Jealand College of General Practitioners. 

Monday evening, delegates and their wives 
were guests of Wyeth Laboratories at a Museum 
of Art reception before attending the annual 
Dedegates’ Dinner at the Bellevue Stratford. 

On Tuesday, 315 Century Club members gath- 
ered for luncheon in the Convention Hall Ball- 
rom. A complimentary luncheon honored those 
who have contributed $100 or more to the Acade- 
my Building Fund. 

The American Academy of General Practice 
Foundation Board of Trustees met Tuesday after- 
non and re-elected Dr. Malcom E. Phelps, El 
Reno, Okla., president. Also re-elected were Vice 
President Charles C. Cooper, M.D., St. Paul, 
Minn., and Secretary-Treasurer Mac F. Cahal. 

That same day, Dr. Bernard Edwards, South 
Bend, Ind., chairman of the AAGP Mead John- 
son Scholarship Awards Committee, announced 
the winners of 20 general practice residency 
scholarships. 


The new Board met on Thursday. Left to right (clockwise) are: Drs. 
Fount Richardson, Donald H. Kast, Julius Michaelson, Lewis W. Cellio, 
Herbert W. Salter, John O. Milligan, Floyd C. Bratt, James D. Murphy, 
Executive Director Mac F. Cahal, Miss Helen. Cobb, Drs. Albert E. Ritt, 
Carroll L. Witten, Paul S. Read, Daniel M. Rogers, John G. Walsh and 
John Paul Lindsay. Drs. James M. Perkins and Walter W. Sackett, Jr. 
were not present when the picture was made. 


The joint luncheon of the Board of Directors, the Committee on Scientific > 
Assembly, Local Arrangements Committee, headquarters Assembly staff and 
wale "°Presentatives of the Philadelphia County Medical Society was the kickoff 


meeting for the Philadelphia Assembly. 


That evening, many state chapters entertained 
at dinners or receptions. 

Wednesday afternoon, Dr. R. Varian Sloan, 
Honolulu, Hawaii, chairman of the Ross Awards 
Committee, presented the 1960 awards to Dr. 
James C. Breneman, Galesburg, Mich., and Dr. 
Jack C. Redman, Albuquerque, N.M. The awards 
consist of a plaque and a $1,000 check. 

Dr. John G. Walsh, Sacramento, Calif., was in- 
augurated president of the Academy at an im- 
pressive ceremony Wednesday night. Following 
the inauguration, Retiring President and Mrs. 
Fount Richardson were honored at a reception. 

Preceding the inauguration, Merck Sharp & 
Dohme presented “Man of Every Hour,” a 30- 
minute telecast which was a composite. story of 
every family doctor. 

Membership awards were won this year by 
Iowa, Kentucky and Washington and Michigan, 
the latter two tying for third place. Dr. Norman 
Booher, chairman of the Commission on Member- 
ship and Credentials, presented the plaques. 

After the meeting closed March 24, more than 
200 members and their wives left Philadelphia 
to attend the 1960 Invitational Scientific Congress 
in Bermuda. 


These key planners, wearing William Penn hats (compliments of the 
Pennsylvania chapter), were responsible for the success of the 12th 
Annual Assembly. Left to right are Board Chairman Floyd C. Bratt, 
Local Arrangements Committee Chairman John B. Jacobs, Scientific 
Assembly Committee Chairman Garra L. Lester, President Fount Rich- 
ardson and Executive Director Mac F. Cahal. 
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The second session of the Congress of Delegates was highlighted § 


With the 1960 meeting just underway, the Committee on Scientific 
Assembly held breakfast planning sessions for the 1961 Assembly. 
Seated (left to right) are: 1961 Chairman Amos Johnson, 1960 Chair- 
man Garra L. Lester, Committee Secretary Greer Hermetet and Mrs. 
Wanda Cobb. Committee members (standing) are Drs. George V. 
Launey, Jr., Arthur C. DeGraff (GP medical editor), Walter W. Sackett, 
Jr., Herman E. Drill and Eugene W. Peters. Dr. Bernard P. Harpole 
could not attend. 


A Certificate of Meritorious Service was awarded to Dr. Wilburt ¢ 
Davison (right), dean of Duke University School of Medicine. Presideat 
Richardson made the presentation. 


Booher (far left) presented the annual membership awards to (left to 
right): Dr. C. H. Stark, lowa, first place; Dr. Daryl P. Harvey, Ken- 
tucky, second place; and Dr. John Ely, Washington, and Dr. F. P. 
Rhoades, Michigan, whose chapters tied for third place. 


The winners of 20 general practice residency scholarships were an- 
nounced Tuesday afternoon by Dr. Bernard Edwards (center), South 
Bend, Ind., chairman of the Academy's Mead Johnson Scholarship 
Awards Committee. On hand for the announcement were D. Mead 
Johnson (left), president of the Evansville, Ind., pharmaceutical com 
pany, and Academy Member W. D. Snively, Jr. (right), vice president 
and medical director of Mead Johnson & Company. 


The two Academy members who wrote the most outstanding scientific 
articles published in GP. last year were the recipients of the 1960 
Ross Awards. Participants in the ceremony were (left to right): Dr. 
Arthur C. DeGraff, New York City, GP medical editor; Dr. Jack C. 
Redman, Albuquerque, N. M., one of the winners; Dr. R. Varian Sloan, 
Honolulu, Ross Awards Committee chairman; Dr. James C. Breneman, 
Galesburg, Mich., the other winner; and Publication Committee Chair- 
man Daniel M. Rogers, Wenham, Mass. 


> presentation of honorary Academy membership to Dr. Hugh 
} Hussey, Washington, D.C., (left) by President Fount Richardson. 
\ Hussey, former medical editor of GP, is dean of Georgetown Unive 
sity School of Medicine and an AMA trustes. His election brings 
number of honorary members to 11. 
Commission on Membership and Credentials Chairman Norman R. / 


The President and the First Lady—Dr. and Mrs. Fount Richardson, Fay- 
etteville, Ark.,—took an early look at the official schedule of events. 


J. Stanley Kenney (left), New York City, who brought greet- 
to the Congress from the AMA, and Dr. Franz Kral (right), a rep- 
ative of the New Zealand College of General Practitioners. 


. fresh orange juice, sweet corn seed, maps, 
were among the state favors distributed to the breakfast reading except on Tuesday when a power failure and press 
breakdown slowed production. 


President Holland T. Jackson (left), Ft. Worth, Tex., purchased the 
ttt shares in the equity fund portion of the Academy Physicians Re- 
Bement Program from Cliff Jones, Jr., representing R. B. Jones & 
iets, Kansas City, Mo. 
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Delegates gathered in the registration area at the Bellevue 
prior to the opening session of the Congress of Delegates. After check 
ing in with the Credentials Committee, they picked up their 


Richardson, Dr. Mary E. Johnston, Dr. Olga Booher, Dr. Norman R. 
Lindsay, Dr. Lindsay, Miss Helen Cobb, Dr. 
John O: Milligan, Mrs. Herbert Salter, Dr. Salter, James Perkins, Jr., 
Mrs. Paul S. Read, Dr. Read, Mrs. Albert E. Ritt, Dr. Ritt, Mrs. Floyd 
C. Bratt, Dr. Bratt, Mrs. Holland T. Jackson, Dr. Jackson, Mrs. James 
M. Perkins, Dr. Perkins, Mrs. Daniel M. Rogers, Dr. Rogers, Mrs. Mac 
F. Cahal, Executive Director Cahal, Mrs. Carroll L. Witten, Dr. Witten, 
Mrs. James D. Murphy, Dr. Murphy, Mrs. John G. Walsh, Dr. Walsh 
and Mrs. Richardson. 


State chapter function night found Minnesota family doctors gath 
ing for dinner. 


The Pennsylvania chapter hosted a beer and oyster party T 
night for all Academy members and their wives. 


President and Mrs. Richardson (left) entertained at the traditional 
President’s brunch Sunday morning. 


4 


Tuesday afternoon, 315 members of the Century Club were honored 
at a complimentary luncheon in the Conveniion Hall Ballroom. 


' On Friday evening, officers, members of the Board of Directors and a 
their wives dined in the Lincoln Room of Philadelphia's exclusive 
Union League Club. Left to right (clockwise) are: President Fount ‘ 
and official handbooks. 
te 


doctors’ wives met for coffee | 


- 


Seated at the special guest table for the Tuesday luncheon were (left 
to right, clockwise): Mrs. Martin Sherman, Dr. Dorothy Johnson, Mrs. 
Fount Richardson, Mrs.. Albert E. Ritt, Mrs. John G. Walsh, Mrs. Floyd 


the Bellevue Stratford Ballroom was filled to capacity for the Ti 
luncheon and fashion show. uesday 


The last word in summer lingerie delighted the ladies. The f 
was presented by John Wanamaker’s. ‘ashion 


members’ wives, which in- | 
C. Bratt, Miss Charlotte Rogenmuser, Mrs. B. Wheeler Jenkins and Mrs. 
r \ Carroll L. Witten | 
While their mothers enjoyed Parisian fashions, the children toured 


Seated at the head table at the annual Delegates’ Dinner were (left to right): Treasurer Albert E. Ritt, Mrs. Ritt, Mrs. John G. Walsh, President-elect 
Walsh, Mrs. Fount Richardson, President Richardson, Mrs. Carroll L. Witten, Vice Speaker Witten, Speaker James D. Murphy, Mrs. Murphy, Board Chair 
man Floyd C. Bratt, Mrs. Bratt, Mrs. Mac F. Cahal and Executive Director Cahal. 
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At the Wednesday night inaugural ceremonies, Retiring President Fount 
Richardson (left) presented the president’s medal: to Incoming Presi- 
dent John Walsh. 


Inauguration and President’s Reception 
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\ | 


Trustees of the American Academy of General Practice Foundation met 


Tuesday. Left to right (seated) are: Drs. Charles C. Cooper, Malcom 
Phelps and Jason P. Sanders. Standing in the same order are: Drs. 
Holland T. Jackson, Floyd C. Bratt, John G. Walsh and M. B. Casebolt. 


Academy members and their wives lined up early to register for the 
12th Annual Scientific Assembly. 


University of Tennessee Pro- 
fessor of Pediatrics James G. 
Hughes emphasized the three 
major complications of acute 
nephritis in children in his 
Tuesday morning talk. 


Dr. Leona Baumgartner, New 


York City’s commissioner of 
health, spoke on “The Healthy 
Child,” pointing out that fam- 
ily doctors care for 75 per 
cent of the child population. 


Dignitaries at the opening session Monday afternoon included (left to 
right, seated): Jefferson Medical College Dean William Sodeman, Tem- 
ple Medical School Dean Robert Bucher, 1961 Scientific Assembly 
Chairman Amos N. Johnson, Local Arrangements Chairman John B. 
Jacobs, Executive Director Mac F. Cahal, Treasurer Albert E. Ritt, Phila- 
delphia County Medical Society President David Cooper, Board Chair- 
man Floyd C. Bratt, President-elect John G. Walsh, the Rev. Sheldon 
E. Mackey, Pennsylvania Academy of General Practice President James 
D. Weaver, Philadelphia Chapter President B. Wheeler Jenkins, Dr. 
Marion Fay, dean, Woman‘s Medical College of Pennsylvania, and 
University of Pennsylvania Medical School Dean John McK. Mitchell. 


President Fount Richardson, the presiding officer, is at the microphone. 


Dr. Wesley W. Spink, Univer- 
sity of Minnesota professor of 
medicine, opened the Tues- 
day morning session with a 
discussion on developments in 
antibiotic therapy. 


Dr. John A. Spittel, Jr., as 
sociate in medicine, Mayo 
Clinic, sparked the Wednes- 
day morning session with a 
discussion on  thromboem- 


“The Doctor, His Wife and the Patient” was discussed by (left to 
right) Printer's Ink Editor Woodrow Wirsig, the Rev. Sheldon E. Mac- 
key, Dr. Franklin J. Evans, Dr. Amos Johnson, moderator, and Mrs. 


James M. Perkins, wife of Academy Director Perkins. 
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One of the highlights of the entire program was a panel discussion on 


‘ arthritis. Participants were (left to right): Drs. L. Maxwell Lockie, John 
2 H. Talbott, John W. Sigler, C. H. SI b and Joseph L. Hollander. 


More than 600 Academy mem- 
bers were given physical ex- 
aminations at “An Annual P.E. 
for Every M.D.,” a project 
headed by Dr. J. Herbert Nag- 
ler with Dr. Thomas M. Logan 
as vice chairman. Two hun- 
dred thirty-five members vol- 
unteered to give the physicals. 
For the first time, tests for 
glaucoma (shown above) were 


Dr. Collin S$. MacCarty, Uni- 
versity of Minnesota, pointed 
out that damage to the brain 


and spinal cord causes 70 scientific exhibits, an all-time high. 
per cent of deaths from auto- 


mobile accidents. During the two daily recesses, physicians visited the 332 technical exhibits. 


we 
— 


= 
Drs. William Dameshek (left) and Charles A. Doan (right) spoke on de- 
tection of anemia and hematopoietic diseases, respectively, in the 
closing Wednesday session. 


The Sears-Roebuck Foundation exhibit featured a modern medical clinic 
facility—the office of today. Presenting a complete contrast was the 
next exhibit—a mid-19th Century physician's office. 


nical exhibits. 


An hour and a half session on 
mental health closed the As- 
sembly. Dr. Maurice E. Linden 
(above), director of Philadel- 
phia’s division of mental 
health, told family doctors 
what was teachable in men- 
tal health, and Dr. Robert A. 
Matthews demonstrated meth- 
ods of treatment with actual 
patients through a closed cir- 
cuit telecast. 


Life insurance examinations were the topic of (left to right): Drs. AF 
bert L. Larson, Milton H. Clifford, Ennion $. Williams and Andrew J. 
Oberlander, all insurance company medical directors. 
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Academy Raises Membership Eligibility Requirements 


COGNIZANT that the Academy’s membership study 
requirements have made it truly distinctive with- 
in organized medicine, the AAGP Congress of 
Delegates convening in Philadelphia for its 13th 
annual meeting, carved still another niche in medi- 
cal history by raising membership eligibility re- 
quirements. 

(This was the Congress’ 13th annual meeting 
by reason that its initial session in 1948 in Chi- 
cago preceded the First Annual Scientific Assem- 
bly which was held in Cincinnati the following 
year.) 

Their action resulted in the adoption of an 
amendment to the By-Laws which requires two 
years of hospital training for all membership ap- 
plicants who will be graduated from medical school 
after January 1, 1966. 

The amendment was adopted following recom- 
mendation by the Reference Committee on Con- 
stitution and By-Laws. The proposal, which has 
been under consideration for several years, had 
been referred by the 1959 Congress of Delegates 
to the Commission on Education asking that a 
thorough study be undertaken and a report made 
to the 1960 Congress. 

In its report this year the Commission on Edu- 
cation supported the amendment and recommend- 
ed that the third alternative for membership eli- 
gibility be deleted. 


Better Residencies Needed 


Realizing that the added membership require- 
ment will necessitate better general practice resi- 
dencies in the near future, the Congress called for 
early improvement of these programs. 

A recommendation of the Reference Committee 
on Hospitals was adopted urging that “the proper 
commissions and committees of the Academy 
strive to insure the establishment and recognition 
of programs designed to adequately educate and 
prepare physicians for general practice, including 
adequate surgical and obstetrical training.” 

Also adopted was a similar recommendation 
from the Reference Committee on Education, ask- 
ing each state chapter to encourage AMA dele- 
gates to support a change in the requirements for 
the new two-year family practice program to 
7 training in obstetrics and surgery manda- 

The delegates also commended liaison with the 
Armed Forces which has resulted in establishing 
general practice training programs, and urged 
that the Board of Directors support, encourage, 
and further implement this liaison in the area of 
graduate training for general practitioners. 


Speaker James D. Murphy, who this year traded his Texas Ten-Gallon 
hat for a William Penn mode, presided over the Congress of Dele- 
gates. Shown at the speaker's table are (left to right) Miss Helen Cobb 
of the Headquarters staff, Executive Director Mac F. Cahal, Speaker 
Murphy, Vice Speaker Carroll Witten, President Fount Richardson, 
Board Chairman Floyd C. Bratt and President-elect John Walsh. 


Members of the Congress of Delegates, voting 100 strong in the final 
session on Monday, this year held their 13th annual meeting. 


and guests made up a full gallery. 
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Certifying Board Rejected 


A proposed certifying board in general practice 
was overwhelmingly rejected by the delegates. 

The Congress clarified its stand by adopting the 
following statement: “The essential role and se- 
cure status of good general practitioners as the 
family physicians of America are being achieved 
within the present framework of the American 
Academy of General Practice. No action should be 
taken at this time to implement the formation of 
a certifying board for general practice within the 
Academy.” 

In addition to this recommendation from the 
report of the Reference Committee on Education, 
five resolutions opposing such a board were adopt- 
ed, and two resolutions calling for establishment 
of a board were rejected. 

This action culminated more than three years 
of study and development of a proposed board by 
the MUSE Committee and Commission on Educa- 
tion. A comprehensive proposal was received for 
information by the 1959 Congress of Delegates 
with a directive that a thorough study be made 
during the past year in preparation for definitive 
action this year. 

In keeping with this directive, all members re- 
ceived -a copy of that proposal and the pros and 
cons were published in GP as well as in various 
state chapter publications. Although the issue was 
debated thoroughly in hearings before the Refer- 
ence Committee on Education, the recommenda- 
tion contained in the policy statement was adopted 
without floor debate in the Congress. 

The decision to oppose a certifying board at this 
time was abetted by circumstances involving a 
recently formed corporation calling itself “The 
American Board of General Practice.” This board 
had been recently created by a few AAGP mem- 
bers without the knowledge, consent or approval 
of the Academy. 

Although it was agreed that incorporating mem- 
bers may have acted in good faith, delegates 
adopted the supplementary report-from the chair- 
man of the Board of Directors calling for vigorous 
censure and repudiation of any hasty movement 
to create a corporation representing general prac- 
tice. The chairman pointed out that there is no 
way to short-cut standard procedures and warned 
Academy members of the dangers inherent in 
such action. 

Even many certifying board supporters were 
reluctant to pursue the issue at this Assembly. 

Mindful of this consensus, the Congress ac- 
cepted the following statement from the report 
of the Reference Committee on Education: “In 
view of the ill-advised and irresponsible action of 
certain individual members of the Academy in in- 
corporating a so-called Board of General Practice, 
any action by this Congress of Delegates which 


proval of this action would work to our eventual 
detriment.” 


Emergency Action on Forand Bill 


With the news that the Forand bill was coming 
out of committee and expected to reach the floor 
of the House of Representatives during Assembly 
week, the delegates were alerted for emergency 
action to combat this type of compulsory insur- 
ance. 

By early Monday morning, March 21, every 
registrant had received a bulletin from the Com- 
mission on Legislation and Public Policy concern- 
ing action on the Forand bill. All were exhorted 
to send a postcard immediately to Representative 
Wilbur Mills, chairman of the House Ways and 
Means Committee, urging that this bill not be 
passed. 

To stress the urgency of such action, the Acade- 
my supplied free postcards to aid this last-minute 
campaign. Following the close of the Congress of 
Delegates, “Fight Forand” reminders were flashed 
on screens in Convention Hall. 

In another action involving the Commission on 
Legislation and Public Policy, the Congress re- 
jected a proposal to divide the commission into 
two commissions—public relations and legislation. 
Also defeated was a request for a $10 assessment 
from each member to implement an expanded 
Academy public relations program. Delegates did 
recommend that the present commission step up 
its current program. 


Public Image Study 


The Congress likewise endorsed the Board of 
Directors’ establishment of a special ad hoc com- 
mittee which will: (1) undertake a study of the 
public image and confusion regarding the family 
physician, (2) establish liaison with the American 
Medical Association, the American Hospital As- 
sociation and the American College of Physicians, 
and (3) outline a program relating to this con- 
fusion in the mind of the public as to who is the 
family physician. 

Members of the committee are the chairmen of 
the Academy’s Commissions on Legislation and 
Public Policy, Membership and Credentials, and 
Education. 


Reaffirms Free Choice Stand 


Mindful of the dangers involved in present and 
proposed legislation, the delegates reconfirmed 
their stand on freedom of choice of physician as 
a “fundamental principle, incontrovertible, un- 
alterable and essential to good medical care with- 
out qualification.” 

They then urged action to effect amendment of 


could be construed by anyone as even tacit ap- 
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Public Law 86-382 (Federal Employees Health 
Benefits Program) which tends to centralize con- 


trol of the practice of medicine, prohibit free 
choice of physician and dictate amount of fees for 
services rendered. 

Similarly, delegates voted to disapprove stipu- 
lations in insurance contracts for medical care 
which are discriminatory against the general prac- 
titioner and deny the patient free choice of phy- 
sician. 

Also approved was a resolution calling for 
strong opposition to all forms of payment which 
show a difference in relative value or fee sched- 
ules-based upon similar services rendered by gen- 
eral practitioners, part-time specialists and spe- 
cialists. 


Retirement Plan Approved 


A new retirement plan, proposed and developed 
by the Committee on Insurance, was approved by 
the 1960 delegates and the program was officially 
launched. The Committee on Insurance reported 
that the Association’s Investment Fund, the 
equity portion of the retirement plan, was duly 
registered March 9 with the United States Securi- 
ties and Exchange Commission. 

Combining a guaranteed annual annuity and 
mutual investment, the program will be offered 
to members after being registered in the various 
states. Brochures detailing the program of the 
American Academy of General Practice Retire- 
ment Plan will soon be mailed by the Headquar- 
ters office. 


Honorary Membership to Dr. Hussey 


A standing ovation greeted Dr. Hugh H. Hus- 
sey, dean of Georgetown University School of 
Medicine, upon his election as an honorary mem- 
ber of the Academy. The former GP medical edi- 
tor thus became only the 11th person to have this 
distinction. No honorary memberships had been 
given since 1954. 

A Certificate of Meritorious Servis was award- 
ed Dr. W. C. Davison, dean of the Duke University 
School of Medicine, for his services on behalf of 
general practice. 


| Building Fund Progress. 


In action that could pave the way to pay off all 
indebtedness on the Academy Headquarters Build- 
ing this year, the Congress authorized cancella- 
tion of a $200,000 GP Fund loan and encouraged 
an active campaign to obtain contributions from 
the more than 70 per cent of Academy members 
who have made none. Both the Finance Committee 
and the Board of Directors had recommended that 
the GP Fund loan be cancelled. 


Educational Awareness 


With training for future general practitioners 
dominating all the transactions, many resolutions 
dealt in some way with the field of education. 
Among these were: 

Recommendation that state chapters poll mem- 
bers as to teaching interest and availability and 
report findings to area medical schools... 

Referral to the Commission on Education for 
further consideration a proposal that experience 
in general practice is and should be a prerequisite 
to specialty certification, though previously con- 
sidered and rejected by the American Medical As- 
sociation ... 

Recommendation that state chapters prepare 
annually a list of postgraduate courses providing 
Category I credit available upon request by the 
members .. . 

Rejection of the proposal that Category I credit 
be given for the GP Quiz, stating that members 
would have no difficulty in obtaining require- 
ments without use of this media... 


Meeting with Speaker James Murphy and Vice Speaker Carroll Witten 
were Congress of Delegates committee chairmen (left to right, clock- 
wise): Drs. Lewis W. Cellio, Credentials; Robert A. Price, Reports of 
Officers and Committees; James M. Kolb, assistant sergeant-at-arms; 
Clyde |. Swett, Public Policy; William E. Lotterhos, Rules; Miss Helen 
Cobb, Speaker Murphy, Vice Speaker Witten, Executive Director Mac 
F. Cahal, Drs. Julius Michaelson, Miscellaneous Business; Harry Soltero, 
Constitution and By-Laws; John C. Ely, Hospitals, and Ralph J. Lum, 
Tellers. Drs. Amos Johnson, Education, and Peter Scafarello, sergeant- 
at-arms, were unable to attend. 


‘Nominating Committee members were (seated, left to right): Drs. Rob- 


ert E. Heerens, James G. Simmons, Joseph W. Telford, chairman; Jo- 
seph W. Crookshank and Fred A. Humphrey. Alternate members 
(standing in the same order) were: Drs. James M. Kolb, Marjorie E. 
Conrad, John C. Ely, Gordon L. Erbaugh and R. Varian Sloan. 
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A request that all existing correspondence 
course accreditation be closely re-evaluated. 


Membership Procedures 


Action concerning various aspects of member- 
ship attainment and procedure included: 

Adoption of a recommendation that no solicita- 
tion for membership in the Academy should be 
attempted through pharmaceutical men, insurance 
-salesmen or professional management consult- 
ants... 

Recommendation that state chapters continue 
to foster establishment of component groups as a 
means of adding a further incentive for member- 
ship... 

Recommendation that a study of membership 
re-evaluation be continued during the year for a 
report to the 1961 Congress... 

Approval of the use of a new membership re- 
location form for state-to-state transfers . . . 

Approval of a change in reporting postgraduate 
study credits, requiring continued verification of 
Category I and allowing certification of Category 
II credit... 

Authorization of the Commission on Member- 
ship and Credentials and the Commission on 
Legislation and Public Policy to study and im- 
plement an educational program to attract prom- 
ising high school students into general practice. . . 

Provision -for a $5 relocation fee for transfer- 
ring membership from one state chapter to an- 
other, with fee to be collected and retained by 
chapter to which member applies for membership. 


More Public Policy 


In considering other recommendations of the 
Reference Committee on Public Policy, the Con- 
gress: 

Adopted two resolutions and a recommendation 
from the chairman of the Board opposing SFR 41 
which provides appropriations for international 
medical research .. . 

Recommended that a definite policy in regard 
to medical examiners for Class 3 Licenses should 
be adopted by the Federal Aviation Agency to 
permit any doctor of medicine to give such ex- 
aminations. The present policy states “licensed 
physician” which in many states is not limited to 
doctors of medicine... 

Adopted two resolutions strongly supporting 
passage of HR-10 (Smathers-Morton-Keogh-Simp- 
son bill) which would provide tax deferrment for 
retirement plans of self-employed persons... 

Adopted a resolution requesting that Academy 
and state chapters seek legislation that would 
grant immunity from civil actions for alleged 
negligence by any licensed doctor of medicine who 
in good faith renders emergency medical care at 
the scene of an accident... 


Hospital Recommendations 


The Congress commended effective liaison a]- 
ready established with the Joint Commission on 
Accreditation of Hospitals and asked for con- 
tinued efforts toward proportionate representa- 
tion of Academy members. 

They also favored the continuance in depart- 
mentalized hospitals of separate general practice 
departments to conduct their own clinical re- 
views. 

They likewise urged continuing critical study 
of medical audits, with particular concern for their 
practicality to the doctor in general practice. | 


Miscellaneous Actions 


The Congress: 

Adopted a resolution requesting reimbursement} 
of Academy members who appear on the scien-) 
tific program. The resolution also called for eg-) 
tablishment of necessary safeguards to insure 
that no Academy member be reimbursed more 
than once by virtue of serving the Academy in 
another capacity ... 

Rejected the proposal for a study of propor- 
tionate representation in the Congress . . 

Tabled a recommendation for a change in 
ground rules governing candidacies for office in 
the Academy which would encourage the Nomi- 
nating Committee to search out candidates who 
have not declared themselves and may not have 
been proposed for office prior to election time... 

Referred to the Finance Committee a request 


from the Committee on Mental Health for match- } 


ing funds in an amount equal to the grant from 
Smith, Kline and French Laboratories to provide § 


for continued regional conferences and training | 


seminars in mental health... 

Rejected a proposal to change the name of the 
Committee on Industrial Health to the Committee 
on Occupational Health .. . 

Recommended that state chapters whose areas 
have problems in the field of industrial health es- 
tablish committees on industrial health... | 

Adopted an amendment to allow renomination 
to the Board of Directors a director who has 
served less than one year of an unexpired term to 
which he was appointed .. . 

Rejected life membership classification in the 
Academy .. . 

Rejected proposal to provide for two delegates 
to the Congress from the AMA... 

Rejected proposal to put all resolutions directly 
before the Congress before consideration by any 
other committee . .. 

Voted to empower the Committee on Insurance 
to bar sustaining members from the Academy’s 
PLUS plan at any time their participation would 
jeopardize the insurance program. 
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Reference Committees 
for 12th Annual Assembly 


Members of the Reference Committee on Education were (left to right) 
Dr. Samuel A. Garlan, Dr. F. P. Rhoades, Dr. Frank L. Duncan, Chair- 
man Amos N. Johnson and Dr. |. Phillips Frohman. Dr. Francis Land 
was the liaison from the Commission on Education. 


lembers of the Reference Committee on Reports of Officers and 
Gmmittees were (left to right) Dr. Samuel R. Deich, Chairman Robert 
A Price, Dr. John Hagin, Dr. George Price and Dr. Lloyd M. Southwick. 


embers of the Reference Committee on Public Policy were (left to 
ight) Dr. Thomas A. Sappington, (secretary), Chairman Clyde |. 
iwett, Dr. Lawrence E. Leigh, Dr. Donald Bartley and Dr. Robert M. 
Maul. Dr. Thomas H. Blake was liaison from the Commission on Legis- 
lation and Public Policy. 


Establishing the procedure for the Congress of Delegates were Rules 
Committee members (left to right, clockwise): Drs. C. H. Stark, James 
A. Cosgriff, Jr., Executive Director Mac F. Cahal, Drs. Peter Erinakes, 
William E. Lotterhos, chairman; James D. Murphy, Miss Helen Cobb 
and Dr. Carroll L. Witten. 


Committee on Miscellaneous Business members were (left to right) Dr. 
Harvey D. Runty, Dr. Charles K. Rose, (secretary), Chairman Julius 
Michaelson, Dr. Murland Rigby and Dr. Thomas Keenan. 


Members of the Reference Committee on Constitution and By-Laws 
were (left to right) Dr. Norman Coulter (seated next to the secretary), 
Chairman Harry Soltero, Dr. M. B. Glismann, Dr. Martin Pennington 
and Dr. T. J. Nereim. Dr. Leland Evans was liaison from the Commit- 
tee on Constitution and By-Laws. 


Members of the Reference Committee on Hospitals were (left to right) 
Dr. John C. Ely, chairman; Dr. Charles O. Metz, Dr. Julian K. Welch, 
Jr. and Dr. A. I. Doktorsky. The other member, Dr. John O. Boyd, Jr. 
is not shown in the photo. Dr. James Perkins was the liaison from 
the Commission on Hospitals. 
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From GP’s Special Washington Correspondent 


NEWLY published findings of surveys conducted 
nationally and in Wayne County (Detroit), 
Michigan would seem to indicate that the ma- 
jority of Americans favor governmental aid in the 
provision of low cost medical care. 

Senior author of the report entitled “Attitudes 
Toward Governmental Participation in Medical 
Care” is Wilbur J. Cohen, professor of public 
welfare administration in the School of Social 
Work, University of Michigan. As an official of 
Social Security Administration in the Roosevelt 
and Truman administrations, Cohen was an 
avowed supporter of compulsory health in- 
surance. 

The data were based on separate sampling 
surveys made in 1956 and 1957 among adult 
residents. Nationally, 55 per cent of the popula- 
tion favored governmental assistance in lowering 
consumer costs of medical and hospital care; in 
Detroit, heavily industrialized, it was 64 per cent. 

According to the Cohen report, more than 60 
per cent of Americans aged 65 and over want 
governmental aid, the exact nature of which is 
unspecified. In the age group 21-34, the propor- 
tion is 50 per cent. 

“High income groups, persons with higher 
occupational status and Americans with a large 
amount of formal education are much more likely 
to be in opposition . . . than are persons at the 
lower income, occupational and educational 
levels,” said the report. “This relationship holds 
both for the United States as a whole and the 
greater Detroit area.” 

_ Among other conclusions: Governmental aid is 
indorsed by two-thirds of the farmers and 80 per 
cent of the Negroes, urban and rural alike; politi- 
cally, it is favored by a slight majority of Re- 
publicans but a large majority of Democrats; 20 
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Trends and Events in the Nation’s Capital 


per cent of the country’s population, based on 
this national sampling, say they have no opinion 
and 40 per cent either have no opinion or are 
unsure as to the extent of government aid. 


February Loans 


Small Business Administration approved 308 
business loans totaling $13,867,000 in February 
of this year, the highest dollar amount since 
June, 1959. Among borrowers were the following: 

Moorpark Convalescent Home, North Holly- 
wood, Calif., $16,500; Cabot Nursing Home, Inc., 
Boston, $60,000; Messina Medical Clinic, Vicks- 
burg, Miss., $82,000. 


Hill-Burton Scores 


The Hill-Burton hospital expansion program, 
one of the biggest but least controversial federal 
aid undertakings in history, is well on its way 
toward the $5 billion mark. It became law in 1946 
but actual operations did not start until 1948. 

On January 31, 1960, the total estimated cost 
of all projects was $4,201,555,823. Of this 
amount, the federal contribution was $1,300, 
931,764. The program involved 4,911 projects, of 
which 3,440 were completed and in use while the 
remainder were under construction or in pre- 
building stages. 

Programed facilities included 208,727 hospital 
beds, 1,330 health centers and hundreds of re- 
habilitation and diagnostic centers and nursing 
homes, all in the nonprofit field, whether publicly 
or privately operated. 


New Vaccine Process 


What holds promise as a more efficient method 
of manufacturing influenza vaccine has been 
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News 


disclosed by the army medical department. It 
was developed by a research team working under 
auspices of Armed Forces Epidemiological Board, 
with Dr. Edwin D. Kilbourne as principal in- 
vestigator. 

Essence of the new process is to recombine an 
inactive, adapted influenza virus (PR8) with an 
infective, recently isolated Asian influenza virus 
(A2). 

The resulting virus possesses characteristics 
which bring greater yields when grown in eggs. 
Eggs have an inhibiting substance that makes 
it difficult for the A2 virus to adapt and flourish 
on the chick embryo growth medium. But the 
PR8 virus appears to be more resistant to this 
inhibiting substance. 


Food and Drug Hearings 


Phenomenal growth of the antibiotics in- 
dustry since end of World War II is illustrated by 
testimony presented in closed hearings by Food 
and Drug Administration to the House Appro- 
priations Committee. Proceedings of hearings 
conducted the past winter and early spring were 
published recently. 

In 1948, production output was 243,000 
pounds with an estimated sales value of $148, 
676,000. Ten years later the production had 
grown to 3,515,000 pounds and the sales value— 
proportionately much less because of increased 
efficiency in manufacturing—was $344,436,000. 

Food and Drug Administration has records of 
more than 400 preparations of antibiotics avail- 
able for regular clinical use. They are in the form 
of injectables, ointments, powders, sprays, cap- 
sules, suppositories, tablets, etc. Antibiotics 
which, under federal law, must be certified by 
FDA ona batch-by-batch basis are the following: 
Penicillin, streptomycin, dihydrostreptomycin, 
bacitracin, chlortetracycline, tetracycline, de- 
methylchortetracycline and chloramphenicol. 

Some of those which do not have to be certified 
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by the government are ristocetin, vancomycin, 
novobiocin, carbomycin and actidione. 

Between 1950 and 1958, FDA certified 11,854, 
569,525 daily doses of antibiotics. It is assumed 
by the agency that a daily dose of penicillin 
comprises 300,000 units, bacitracin 1,000 units 
and other antibiotics 1 gram Two-thirds of the 
total was penicillin. 


The Masqueraders 


Federal Trade Commission has approved a 
consent order under whose terms the American 
Registry of Doctors’ Nurses will cease represent- 
ing that it is a certifying or qualifying agency for 
placement of nurses in physicians’ offices. “‘Unless 
this is true,” the FTC order stipulates. 

The business is based in Marianna, Fla. The 
federal complaint was issued last June because of 
“the false impression the business is a nonprofit 
organization of professional nurses when it is 
purely and simply a money-making operation 
conducted solely to sell these items (pins, em- 
blems and other insignia).”’ 


Also see the AMA Washington Report, page 257. 
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| AMA General Practice Section Plans Five-Day Program 


THE PROGRAM of the Section on General Practice 
of the American Medical Association has been 
expanding yearly, and next month the annual 
meeting in Miami Beach will cover five days, 
June 13 through June 17. 

This year’s program, which provides category 
I credit for attending Academy members, in- 
cludes 40 guest speakers and many joint sessions. 

This year, the business meeting, the report of 
delegate and chairman’s address are all scheduled 
on Wednesday, June 15, instead of the opening 
session. The chairman, Academy Member Robert 
L. Crawford of Lancaster, S.C., will speak on 
“The Modern Family Physician.” 

Other section officers, all of whom are Academy 
members, are Dr. Charles R. Alvey of Muncie, 
Ind., vice chairman; Dr. Eugene I. Baumgartner 
of Oakland, Md., secretary; Dr. Lester Bibler of 
Indianapolis, Ind., delegate, and Dr. I. Phillips 
Frohman of Washington, D.C., representative to 
Scientific Exhibit. 

The executive committee is comprised of Dr. 
S. A. Garlan of New York City and Drs. Craw- 
ford, Alvey, Baumgartner and Bibler. 

The following program is scheduled: 


Monday June 13 
9 a.m. 


COMBINED MEETING WITH SECTIONS ON ANES- 

THESIOLOGY, GENERAL PRACTICE, DISEASES OF 

CHEST, INTERNAL MEDICINE, SURGERY, PEDI- 

ATRICS, PATHOLOGY AND PHYSIOLOGY, NERVOUS 

DISEASES AND PSYCHIATRY. 

Symposium—“Evaluation and Preparation of 
Patients for Anesthesia and Surgery”’ 


“Operative Risk and Physician Status” 
Dr. Meyer Saklad, Providence, R.I. 
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“Role of Family Physician in Preparing a Pa- 
tient for Surgery” 

Dr. Thomas Rardin, Columbus, Ohio 
“The Psychological Preparation” 

Dr. Eugene Turrell, Milwaukee, Wis. 
“Cardiac Evaluation and Preparation” 

Dr. John LaDue, New York, N.Y. 
“Respiratory Evaluation and Risk” 

Dr. George Meneeley, Nashville, Tenn. 
“Preparation of Geriatric Patients” 

Dr. Rollins Hanlin, St. Louis, Mo. 


Tuesday June 14 
2 p.m. 


COMBINED MEETING WITH SECTION ON Dis- 
EASES OF THE CHEST AND SECTION ON MILITARY 
MEDICINE. 


“New Theories in the Management of Angina 
Pectoris” 

Dr. Seymour L. Cole, Los Angeles, Calif. 
“New and Old Diuretics with Special Refer- 
ence to the Treatment of Cor Pulmonale’’ 

Dr. I. J. Greenblatt, Brooklyn, N.Y. 
“Fluoroscopic Evaluation of Pulmonary Physi- 
ology” 

Dr. John Seabury, New Orleans, La. 
“Surgical Management of Fungous Disease of 
the Lung” 

Dr. Felix A. Hughes, Memphis, Tenn. 
“Direct and Indirect Trauma to the Heart” 

Dr. Lloyd MacLean, St. Paul, Minn. 


SYMPOSIUM ON MEDICAL CHEST EMERGENCIES 
“Effort, Occupation (including physicians) in 


Coronary Occlusion” 
Dr. Arthur M. Master, New York, N.Y. 
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New Dianabol 
converts protein 

to working weight 
in wasting or 
debilitated patients 


Mrs. M. R., 75-year-old 
underweight patient: 


Dianabol is a new tissue-building agent with distinct 
advantages over previous compounds of this type. 


By aiding the deposition, synthesis, and utilization of 
protein, Dianabol affords these benefits in the underweight 
on elderly patients with or without serious disease and in 
_in just 6 weeks; patients who are chronically ill or convalescent: 


¢ Rebuilds tissue and improves appetite, thus promoting 
lean weight gain. 

¢ Restores tone to weak, flabby musculature. 

¢ Speeds healing of wounds; hastens postoperative 
recovery and convalescence from a variety of diseases. 

¢ Strengthens skeletal structure; often relieves pain 
and increases mobility in osteoporosis. 

¢ Improves general physical status; helps to revive a sense 
of well-being. 


be [a Economical, convenient to administer, and almost without 
forces mercury column 14 mm. virilizing effects, Dianabol overcomes the disadvantages 
higher in cuff-compression test 
of muscle strength; that have restricted use of tissue-building compounds in the 


past. Older patients, whose funds are often limited, 
will particularly welcome the low cost of Dianabol 
therapy —in most cases only 9 to 17 cents a day. 


Complete information available on request. 


bl hal SUPPLIED: Tablets, 5 mg. (pink, scored); bottles of 100. 
feels better than she has 
in 2 years. 


Photos used with permission 
of the patient. 


Dianabol 


(methandrostenolone CIBA) 


New, orally effective tissue builder 


Converts protein to working weight 


CIBA in wasting or debilitated patients 


SUMMIT, NEW JERSEY 
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, gains 1” on right biceps; 


“Skin Diving” 
Capt. Gerald J. Duffner, M.C., U.S.N., 
Washington, D.C. 

“Pulmonary Embolism” 

Dr. John F. Briggs, St. Paul, Minn. 
“Catastrophes of the Aorta Due to Antecedent 
Medical or Surgical Conditions” 

Dr. Michael E. DeBakey, Houston, Tex. 


Wednesday June 15 


8:45 a.m. 


BUSINESS MEETING 


Report of the Delegate 


PANEL SYMPOSIUM—“‘Edema—lIts Physiology and 
Use of Newer Diuretics in Its Treatment” 


Moderator: Dr. John H. Moyer, Philadelphia, 
Pa. 


“Use of Diuretics in Diseases of the Kidney” 
Dr. C. William Daeschner, Houston, Tex. 
“Use of Diuretics in Salt and Water Retention 
in Syndromes due to Endocrine Abnormalities” 
Dr. Garfield G. Duncan, Philadelphia, Pa. 
“Treatment of Heart Failure with Emphasis 

on the Use of Diuretics” 

Dr. Charles K. Friedberg, New York, N.Y. 
“Clinical Pharmacology of Diuretics’ 

Dr. Morton Fuchs, Philadelphia, Pa. 
“Use of Diuretics in Hypertension” 

Dr. Ray W. Gifford, Jr., Rochester, Minn. 


CHAIRMAN’s ADDRESS—“The Modern Family 
Physweian’’ 

Dr. Robert L. Crawford, Lancaster, S.C. 
NEWER TRENDS IN THERAPY 


“Earlier Administration of Oxygen for Acute 
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8:45 p.m. 


Coronary Thrombosis, Including a Discussion 
of Patient Applied Oxygen Inhalation for 
Coronary Insufficiency” 

Dr. Alvan L. Barach, New York, N.Y. 
“The Use of Pancreatic Dornase in the Lysis 
of Pulmonary and Laryngeal Secretions”’ 

Dr. Robert Chambers, Baltimore, Md. 
“The Use of Silicones in the Treatment of 
Intestinal Gas and Bloating” 

Dr. J. Alfred Rider, San Francisco, Calif. 
“Newer Trends in the Feeding of Infants’”’ 

Dr. Walter Sackett, Miami, Fla. 


Thursday June 16 


BUSINESS MEETING 


Election of Officers 


PANEL SYMPOSIUM—‘“‘Pathogenesis and Treatment 


of Thrombo-embolic Phenomena” 
Moderator: Irving S. Wright, New York, N.Y. 


“General Consideration of Modern Therapy of 
Thrombo-embolic Diseases” 

Dr. Irving S. Wright, New York, N.Y. 
“General Clinical Experiences” 

Dr. Eugene Cliffton, New York, N.Y. 
“Basic Biochemical Characteristics and Na- 
ture of the Fibrinolytic System” 

Dr. Julian L. Ambrus, Buffalo, N.Y. 
“Surgical Aspects of Thrombo-embolic Phe- 
nomena” 

Dr. William G. Anlyan, Durham, S.C. 
“Laboratory Procedures and Therapy in Coro- 
nary Emboli” 

Dr. Paul W. Boyles, Miami Beach, Fla. 
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sustained action @ control cough with 
homarylamine, effective non-narcotic 
— @ combat infection with 
i _ Available to your patients on your escription only for = 
symptomatic relief of sore throat accompanied by 
-Penrazers is a trademark of Merck &Co.,Inc. 
Division of Merck & Co., INc., 
_ for pleasant relief of sore throat and cough ne 


NEWER TRENDS IN DIAGNOSIS AND TREATMENT July Deadline on Certification Exam Holds 
For Foreign-Trained Alien Physicians 
“Oxygen—The Rational Therapy for Systemic 
Toxic Reactions from Local Anesthetic Drugs” ON JULY 1, all foreign-trained alien physicians 
Drs. Daniel C. Moore and L. Donald who do not have a license to practice in a state or 
Bridenbaugh, Seattle, Wash. territory of the United States are required to take 
“Diagnosis and Treatment of Cervical Disk a certification examination given by the Educa- 
Disease”’ tional Council for Foreign Medical Graduates. 
Dr. George W. Smith, Augusta, Ga. The deadline date still holds despite protests 
“Newer Concepts of Amine Oxidase Inhibitors”’ from some eastern hospitals, particularly depend- 
Dr. Arthur Scherbel, Cleveland, Ohio ent on foreign physicians, who say the cut-off 
“The Stethoscopic Audibility of Sounds” date will seriously curtail if not destroy their 
Dr. Dale Groom, Charleston, S.C. intern and resident training programs. 
According to a statement by Dr. Walter S. 
Friday June 17 Wiggins, secretary of the Council on Medical 
Education and Hospitals of the American Medi- 
9 a.m. cal Association, “‘no hospital should expect to 


maintain an approved internship or residency 


JOINT MEETING WITH SECTION ON PHYSICAL 
MEDICINE 


Topic—Cerebral Vascular Accidents—Early Care, 
Physical Rehabilitations, Speech Therapy in 
Aphasia (patient demonstration) 


Harriett Gillette, Gainesville, Fla.; William C. 
Fleming, Coral Gables, Fla.; Josephine Simon- 
son, Rochester, Minn. 


Topic—Arthritis 


“General Rehabilitation and Home Treatment 
—Demonstration”’ 

Dr. Edward Lowman, New York, N.Y. 
“Surgical Reconstruction of Rheumatoid 


Hands” 
Dr. Edward Henderson, Rochester, Minn. ~ 
“New Developments in the Fitting and Re- Finances for 1960—-At the February 2-3 meeting in Kansas 
habilitation of the Amputee” (Demonstration City, the Finance Committee, headed by Treasurer Albert 
with emphasis on the geriatric amputee) Ritt of St. Paul, Minn., studied the Academy’s fiscal budget. 
Dr. Ralph E. Worden, Los Angeles, Calif. Shown (left to right) at work are Dr. Howard Farmer, St. 


Johnsbury, Vt.; Mr. Norman Allen (standing) GP comp- 
troller; Dr. Charles Martin of Ferguson, Mo.; Mr. D. L. 
Adams, Academy comptroller, and Treasurer Ritt. 
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Back again 


with renewed joint pain 
and stiffness...discouraged, 
worried, dissatisfied. Her 
morale alone demands a 
new approach. But what? 


This time... 


prednisolone-hydroxyzine HC! 


IN RHEUMATOID ARTHRITIS 


Combines the established steroid, prednisolone (Sterane®) with tension- 
easing hydroxyzine HCl. When anxiety impedes clinical response, 
ATARAXOID offers superior control—often at lower steroid dosage in the 
case of certain rheumatic disorders—and without unexpected side effects. 
also indicated in bronchial asthma and inflammatory/allergic dermatoses 

ATARAXOID provides 10 mg. hydroxyzine HC! with vari- 

ous potencies of prednisolone per tablet: ATARAXOID 5.0 


scored, green tablets, 5 mg. ATARAXOID 2.5 scored, blue 
tablets, 2.5 mg. ATARAXOID 1.0 scored, orchid tablets, 1 mg. 


Professional Information Available on Request 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. Brooklyn 6, New York Science for the world’s well-being™ 
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program unless its appointees who are graduates 
of foreign medical schools either: 

1. Have a full and unrestricted state license to 
practice, 

2. Are in their final six months of training, 

3. Have secured a standard or temporary cer- 
tificate from the ECFMG, or have been given a 
contingent appointment for not more than six 
months based on their having been accepted for 
the September 1960 American Medical Qualifica- 
tion Examination of the ECFMG as a result of 
this examination.” 

The AMA’s House of Delegates reaffirmed the 
July deadline and directed that the deadline be 
implemented where local cireumstances warrant. 
The conditions of implementation depend on the 
numbered statements listed above. 

The ECFMG program, jointly sponsored by 
the AMA, American Hospital Association, Fed- 
eration of State Medical Boards and Association 
of American Medical Colleges, was initiated in 
1957 to examine immigrant physicians in aca- 
demic achievement, English language facility and 
over-all professional attainment. 

The problem of foreign-trained physicians has 
created new problems for medical education as 
there has been a four-fold increase in physician 
immigration since 1951. 

According to Dr. John M. Weir, associate 
director of the Rockefeller Foundation, inade- 
quacies in their previous training means “a new 
model for intensive re-education of foreign appli- 
cants will have to be established in this country.”’ 

Dr. Weir said there were basic differences be- 
tween medical schools abroad and those in this 
country. Training abroad is largely too theoreti- 
cal, he said, and many students pass through 
medical school without ever laying a hand on a 
patient or listening to a heart murmur. 

Some of the drawbacks of the foreign medical 
schools stem from the fact that foreign universi- 
ties are graduate rather than undergraduate 
schools in the American sense. “The students go 
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directly from secondary school to graduate work 
as medical students,”’ Dr. Weir said, “‘and conse- 
quently, in many countries, students enter medi- 
cal school without a sound base of biology, 
chemistry, physics or mathematics suitable for 
graduate study in medicine.” 

Also the classes are so large they preclude any 
appreciable practical laboratory instruction, Dr. 
Weir pointed out. “In essence,”’ he said, “foreign 
medical graduates need retraining or refreshing 
in the fundamentals of biochemistry, physiology 
and the related fields of mathematics, chemistry 
and physics if they are to use modern clinical 
tools competently.” 

Two universities, Cornell University and 
Tulane University, have taken a step in this 
direction by offering review courses in the basic 
sciences. 


National Rural Health Conference 
Draws Plan for Action in Many Fields 


TWENTY-FIVE speakers representing medicine, al- 
lied health fields, education and farm groups 
presented the program for the 15th National 
Conference on Rural Health February 25-27 in 
Grand Rapids, Mich. 

Keynote for the conference was sounded by 
Dr. Fred A. Humphrey, chairman of the Ameri- 
can Medical Association’s Council on Rural 
Health, in asking that medical and farm groups 
at the local level spur health campaigns—such as 
national immunization programs. Dr. Humphrey 
is an Academy member from Ft. Collins, Colo. 

Dr. Theodore G. Klumpp, a member of the 
AMA’s Committee on Aging, was one of seven 
speakers for the panel entitled, The Best Years of 
Our Lives. He stressed that society has been 
illogic and inconsistent in its attitude toward 
compulsory retirement and that a more realistic 
approach is necessary. 

Commenting on the mandatory retirement age 
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The true measure of this dramatically new Cardi-O-Mite is its unsurpassed accuracy and versatility...backed by more than 
a quarter-century of manufacturing eléctrocardiographs exclusively. Among the advanced engineering achieve- 
ments of Cardi-O-Mite are audible monitoring: visual monitoring; choice of 25mm and 50mm speeds; ultra-simple one-hand 
operation; and all standard leads on full size 6 cm recording paper in an electrocardiograph that measures only 11-1/2” x 
7-1/2” x 6-1/2” and weighs only 17 pounts! A two year guarantee on the entire instrument includes all components 
and accessories. See for yourself why the entirely new Beck-Lee Cardi-O-Mite is unsurpassed by any other EKG. Write for 


the name of your nearest dealer. 


masterpiece in design and performance 


BECK-LEE CORPORATION 


DEPT. GPS60, 630 W. JACKSON BLVD., CHICAGO 6, U.S.A. 
World's Largest Exclusive Manufacturer of Electrocardiographs —Quartz-String and Cardi-all Direct Writing 
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rule, Dr. Klumpp said, ““Whenever society adopts 
a rule that eliminates the fit with the unfit, 
destroys the good with the bad, or punishes the 
innocent with the wicked, it is not a good rule. 
Civilization progresses by changing rules of this 
kind.” 

Elaborating, he said: “‘I believe that we must 
do everything we can, as we grow older, to resist 
the inclination to slow down the tempo of our 
living. I am convinced that if you will just sit and 
wait for death to come along, you will not have 
long to wait.” 

Another panel, one on Careers in the Field of 
Medicine, offered discussions by a student nurse, 
a dental student, a medical technology student, a 
medical student, a health educator and a young 
rural physician who had been a recipient of a 
scholarship given by Illinois Agricultural Associ- 
ation and Illinois State Medical Society. 

In an opening day presentation, a nationally 
known leader in rural life, Glenn Cunningham of 
Cedar Creek Ranch in Kansas, spoke on Chal- 
lenges with Responsibility. The champion miler 
of the ’30s could speak of early physical handi- 
caps which he overcame to take national and 
Olympic honors while attending the University 
of Kansas. Cunningham went on to get his Ph.D. 
and channeled his efforts into helping rural 
youth. 

Another inspirational message, “The Heart of 
the Challenge,” was given by Dr. E. Vincent 
Askey, president-elect of the AMA. 

One of the last-day speakers was Dr. John 
Porterfield, Deputy Surgeon General of USPHS. 
His topic was Life-Span Immunization. 


AMA Committee To Report Next Month 
On Medical Student Scholarship Program 


A SPECIAL study committee, selected in February 


by American Medical Association to initiate the 
establishment of a scholarship program for 
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medical students, will make its first report next 
month at the AMA annual meeting in Miami. 

In December the AMA’s House of Delegates 
adopted a resolution that a scholarship fund 
should be established to aid deserving students to 
enter the field of medicine, with the AMA serving 
as a primary sponsor. The delegates acted on the 
recommendation of the AMA Council on Medical 
Education and Hospitals which found sufficient 
evidence of a real need for a scholarship program. 

“‘Most educators and college counseling officers 
believe a significant number of well-qualified men 
and women are being deterred from entering 
medicine as a career because of financial con- 
siderations,’”’ Dr. Walter S. Wiggins, secretary of 
the council, said, adding: “Superior students are 
being attracted into more lucrative and easily 
attained careers.” 

The Committee was empowered to: 

1. Present a scholarship program, its develop- 
ment, administration, and the role of the AMA in 
fulfilling it. 

2. Ascertain the maximum to which medical 
schools could expand their student bodies while 
maintaining the quality of medical education. 

3. Ascertain what universities can support new 
medical schools with qualified students and 
sufficient clinical material for teaching—either on 
a two-year or four-year basis. 

4. Investigate the securing of competent 
medical facilities. 

5. Investigate financing of expansion and 
establishment of medical schools. 

6. Investigate financing of medical education as 
to the most economical methods of obtaining 
high quality medical training. 

7. Develop methods of getting well-qualified 
students to undertake the study of medicine. 

8. Investigate the possibility of relaxing rigid 
geographic restrictions on the admission of stu- 
dents to medical schools. 

Staff director for the committee is William F. 
Norwood, Ph.D., chairman of the division of legal 
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Nine 100% Meats...also 
Six High Meat Dinners 


...then it’s 
time to trust 
the meat 
specialist! 


Here at Swift we make 
just one food for babies — 
nourishing, delicious meat. 

To the preparation of 
this vital growth food, we 
bring all the skill acquired 
through 105 years of expe- 
rience as a meat specialist. 
We carry on continuing re- 
search in infant nutrition. 
And we strive constantly 
for better methods. 

This is the know-how, 
the dedication, the concen- 
tration of effort that assures 
maximum nourishment 
and enjoyment for your 
little patients when you 
recommend Swift’s Meats 
for Babies. 


... the two most trusted words 
TEMIUM in meat. Our 105th year. 
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and cultural medicine, College of Medical Evan- 
gelists. Dr. L. S. McKittrick of Brookline, Mass., 
chairman of the council, is chairman of this 
special committee. 

Other council members of the committee are 
Drs. W. Clarke Wescoe, dean of the University of 
Kansas School of Medicine, and John Z. Bowers, 
dean of the University of Wisconsin Medical 
School. Committee members from the House of 
Delegates are Drs. Willard A. Wright, Charles 
G. Hayden and Charles L. Hudson. 

Representatives from the Board of Trustees 
are Drs. James Z. Appel, Julian Price and Hugh 
H. Hussey, Jr., dean of Georgetown University 
School of Medicine. Other members include Drs. 
John Mitchell, dean of the University of Penn- 
sylvania School of Medicine and William R. 
Willard, dean of the University of Kentucky 
School of Medicine. 


National Chamber of Commerce Promotes 
Action Course in Practical Politics 


A SPECIAL exhibit presented by the Chamber of 
Commerce of the United States at the 12th 
Annual Scientific Assembly in Philadelphia pro- 
moted its Action Course in Practical Politics. 

Stressing the need for qualified people to take a 
hand in polities, the national Chamber of Com- 
merce is asking professional and business groups 
to hold this series of courses for their employees. 
The project has been endorsed by both the Re- 
publican and Democratic parties. 

Local groups all over the nation are being urged 
to sponsor the Action Course in Practical Politics 
for as many of their employees as possible in a 
crusade for better government. . 

The course contains information about every- 
day politics in very usable form. The course is 
planned for small groups of 12 to 20 persons. It 
consists of nine two-hour workshops—to be held 
once a week. 
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The National Chamber makes available all the 
necessary work materials for the course. 

Included are: Pamphlets, a set of eight, each 
devoted to one important aspect of politics; Case 
Problems, brief stories or descriptions of typical 
political problems and situations common to 
virtually every community; Assignment Guides 
which help participants get the information they 
need on how political parties and government are 
organized in their own community, county and 
state; Discussion Leader’s Manual, a compre- 
hensive guide which shows the discussion leader 
how to organize and conduct the workshops and 
how to keep discussions lively, meaningful and 
productive. 

The workshops are discussion sessions; there 
are no lectures. 


Doctors’ Percentage of Medical Dollar 
Expenditure Lower than 20 Years Ago 


THE PERCENTAGE of the medical dollar going to 
physicians has dropped seven cents in the last 20 
years. In 1988 physicians received 31 cents of the 
medical care dollar but in 1958 that figure was 
down 22.6 per cent to 24 cents. 

These facts reported by the Economic Re- 
search Department of the American Medical 
Association were based on U.S. Department of 
Commerce data. 

The report also showed that dentists are get- 
ting less of the medical dollar, with their share 
down 23.1 per cent, from 13 to 10 cents, since 
1938. Another group that has lost some of the 
medical dollar is the drug industry which de- 
clined 2 cents in 20 years. 

The areas which have gained are hospitals and 
health insurance. The hospital percentage went 
up 9 cents in the past 20 years and in 1958 con- 
sumers spent $4.3 billion for hospital care against 
$3.9 billion for physicians. A total of $16.4 billion 
was spent for medical care in that year. 
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END BATTERY 
REPLACEMENTS 


NEWEST Welch Allyn == 
RECHARGEABLE HANDLE 


Fits all WA medium-handle set cases 


@ Provides satisfactory illumination longer between 
charges than standard medium batteries. 

®@ No separate charger. @ Cannot overcharge. 

@ May be recharged thousands of times. 

@ Will never corrode. @ Fits all WA instruments. 


An ideal arrangement for many doctors is to have two bottom 
sections and one top, so that one bottom section can be charging 
while the other is in use. 


Also available as part of combination sets. 


WELCH,ALLYN 
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More than 71 per cent of the population today 
is protected by some form of health insurance, 
compared with 10 per cent in 1938. During the 20- 
year span, insurance plans have gained 3 more 
cents of the medical dollar; in 1958 the plans re- 
ceived 8 cents of that dollar. 

Compared with other consumer expenditures, 
medical care now claims 6 cents of the total con- 
sumer dollar, which is a gain of 2 cents since 
1958. Food, housing and clothing remained rela- 
tively steady with medical care and transporta- 
tion showing the biggest gain. 


HEW Announces Simplified Quarantine 
Clearance at U.S. International Airports 


WITH THE PEAK of foreign travel expected during 
the coming summer months, the Department of 
Health, Education and Welfare advises that a 
simplified quarantine procedure at international 
airports in this country has been adopted. 

The principal change is elimination of group 
clearance which preceded individual quarantine 
clearance on arrival of planes from foreign coun- 
tries. Under the simplified procedure, if the air- 
craft captain certifies no illness has been noted 
during flight, only individual clearance of the 
passengers is required. 

The only major airport where passengers will 
be kept in groups is Miami, Fla. where access to 
quarantine facilities makes the change impracti- 
cal. However, if some illness is reported on a 
flight or there is an unusual disease problem in 
the country where the flight originates, the 
strictest quarantine procedures will be applied. 

The new procedures stress the travelers’ re- 
sponsibility of maintaining valid immunization 
records and the responsibility of the airlines for 
reporting illness among the passengers. 

Visitors from foreign countries and U.S. citi- 
zens returning from abroad will benefit alike from 
the new quarantine procedures. Immigrants and 
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certain other noncitizens will continue to receive 
special Public Health Service inspection. 

The quarantinable diseases defined by interna- 
tional sanitary regulations are smallpox, yellow 
fever, cholera, plague, louse-borne typhus and 
louse-borne relapsing fever. Vaccination against 
smallpox is of basic importance for international 
travelers. Both citizens and aliens entering the 
U.S. must have an international certificate of 
smallpox vaccination received within three years 
of arrival. 


Hartford Newspaper Follows Connecticut 
Physician Through Typical 24-Hour Day 


Dr. JOSEPH Massaro of Hartford, Conn., was 
the subject of a photo-essay in the January 23 
issue of the Hartford Times that followed a typical 
general practitioner through a 24-hour period. 

Designed to give local readers some insight to 
the grueling pace of a family doctor, the project 
was arranged through the cooperation of the 
Connecticut chapter. Dr. Massaro is the immedi- 
ate past president of the chapter. 

The sequence began at 5:30 A.M. with the first 
telephone calls of the day. The story followed Dr. 
Massaro through a series of hospital rounds, 
house calls, office hours, a late lonesome dinner, 
evening telephone calls and finally to bed. 

Included in the story were the many extras in 
a doctor’s life such as time spent with family, 
reading medical papers and journals, talking to 
drug salesmen and answering mail. The article 
emphasized the idea that the general practitioner 
is a humanitarian as well as a physician. 
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Armour Pharmaceutical Company 
Announces New Enzyme 


Chymoral 


AM PLEASED to inform you of 
the latest development of our Com- 
pany’s research. 


To the expanding field of systemic anti- 
inflammatory enzymes we are introduc- 
ing Chymoral. It is a specially coated 
tablet specifically designed for intestinal 
absorption. The activity is supplied by a 
purified concentration which has specific 
trypsin and chymotrypsin activity in a 
ratio of approximately six to one. 


During past months, clinical investi- 
gators have evaluated Chymoral in a wide 
range of inflammatory conditions. They 
have reported to us as well as to the 
medical journals on the therapeutic re- 


sponse, convenience and safety of this 
oral form. 


Patients have responded very well on 
a Chymoral dosage schedule of 2 tablets 
q.i.d. and one tablet q.i.d. for mainte- 
nance. Important, too, is the fact that 
where other therapeutic agents were used 
there were no incompatibilities, 


Chymoral is indicated in a wide range 
of inflammatory conditions to control in- 
flammation, curtail swelling and curb 
pain. 

If you would care to review some of 
the published reports on Chymoral we 
shall be happy to send reprints of these 


papers to you. 


Robert A. Hardt 
President 


1. Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical Studies with an Oral 
Anti-inflammatory Enzyme Preparation. Accepted for publication in Clin, Med. (March) 
1960. 2. Billow, B. W.; Cabodevilla, A. M.; Stern, A.; Palm, A.; Robinson, M., and Paley, 
S. S.: Clinical Experiences with an Oral Anti-Inflammatory Enzyme for Intestinal Absorp- 
tion, Accepted for publication in Southwestern Med. (May) 1960. 3. Teitel, L. H.; 
Siegel, S. J.; Tendler, J.; Reiser, P., and Harris, S. B.: Clinical Observations with Chymo- 
trypsin in 306 Patients. Accepted for publication in Indust. Med. (April) 1960, 4, Clinical 
Reports to the Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. J., 
and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society (March) 1960. 6. Taub, S. J.: 
Paper presented Annual Meeting, ITAK Medical Fraternity, Miami, Florida (March) 1960, 
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Medical News in Small Doses: 


ACADEMY Member Thomas Douglas Spies, na- 
tionally known for his work in the nutrition field, 
died February 28 at Memorial Center for Cancer 
and Allied Diseases, New York City. Dr. Spies, 
58, was currently president-elect of Southern 
Medical Association and had been director of the 
Nutrition Clinic at Hillman Hospital, Birming- 
ham, Ala., since 1936. Funeral services for Dr. 
Spies, a native of Ravenna, Tex., were held in 
Bonham, Tex... Mr. William G. McVay, AAGP 
Assembly exhibit manager, was recently elected 
president of the Professional Convention Man- 
agement Association. Elected at the convention 
managers’ annual meeting in Atlantic City, Mr. 
McVay succeeds Mr. Edward G. Sandrok of 
Chicago, assistant director of the American Col- 
lege of Surgeons . . . A panel discussion on general 
practice was presented recently to the senior 
medical class at the University of Michigan, Ann 
Arbor, and before the student-faculty assembly 
of Wayne State University College of Medicine. 
Dr. C. Howard Ross acted as moderator and 
panelists were Drs. Russell Fenton, F. P. 
Rhoades, A. C. Stander, C. E. Wheatley, M. H. 
Miller and E. C. Long... Dr. Joseph L. Williams, 
secretary of the Philadelphia chapter who was 
also a member of the Local Arrangements Com- 
mittee for the Academy Assembly in Philadel- 
phia, has been promoted to associate professor 
of medicine at Hahnemann Medical College . . . 
Department of Psychiatry of Boston University 
School of Medicine, in cooperation with the De- 
partment of Pediatrics of Boston City Hospital, 
announces a training program in the management 
of emotional problems of children. The course is 
part-time and designed for all practicing physi- 
cians who are interested in problems of child- 
hood. For further information write to: Box 1, 
Boston University School of emieine, 80 East 
Concord St., Boston 18. 
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Fostex 


treats their 


the skin 
completely 
emulsifies and 
washes off 
excess oil 
from the skin. 


helps remove 
blackheads 
penetrates 

and softens 
comedones, 
unblocks pores 
and facilitates 
removal of sebum 
plugs. 


dries and peels 
the skin 
removes papule 
coverings and 
permits drainage 
of sebaceous 
glands. 


Patients like Fostex because it is so easy to use. 
They simply wash acne skin 2 to 4 times a day 
with Fostex Cream or Fostex Cake, instead of 
using soap. 


Fostex contains Sebulytic®,* a combination of 
surface-active wetting agents with remarkable 
antiseborrheic, keratolytic and antibacterial ac- 
tions ... enhanced by sulfur 2%, salicylic acid 
2%, and hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodiym alkyl aryl polyether sul- 
fonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms 


FOSTEX Fostex Cream and Fostex Cake 
CREAM are interchangeable for thera- 
in 4.5 oz. jars peutic washing of the skin. 

eamiie’ Fostex Cream is approximately 
twice as drying as Fostex Cake. 
FOSTEX Fostex Cream is also used as a 
CAKE therapeutic shampoo in dan- 
in bar form druff and oily scalp. 


Write for samples - 


WESTWOOD PHARMACEUTICALS 
Buffalo 13, New York 
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PROTEIN 


With other nutrients, the availability of 
protein determines the adequacy of a nation’s 
food supply... with which the United 
States is well-blessed. 
In 1957, this nation’s food supplied per 
person per day... 
3,180 calories provided by 96 gm. of 
protein... 
145 gm. of fat .. . and 382 gm. of 
carbohydrate . . . accompanied by 
1.03 gm. calcium ... 16.5 mg. iron... 
7,400 I.U. vitamin A value... 
1.84 mg. thiamine . . . 2.35 mg. 
ribofiavin .. . 
20.1 mg. niacin . . .0.13 mg. folic 
acid... 
106 mg. vitamin C. 
Of the 96 gm. of protein per person per day 
...24 was supplied by foods of animal 
origin and Y4 by foods of plant origin... 
Y4 by meat, poultry and fish... %4 by milk 
and dairy foods ... 1/5 by flour and cereal 
products . . . 1/7 by vegetables and fruits . . . 
and 1 /14 by eggs. This food supply provides 
generous amounts of essential amino acids. 


Protein malnutrition is rarely seen in the 
United States where only 1% of the house- 
holds have less than 50 gm. of protein per 
day per adult man... 72% have more than 
100 gm. per day ... and even 50% of fami- 
lies with incomes of less than $2,000 have 
more than 100 gm. protein per day per 
adult man... for whom the recommended 
dietary allowance is 70 gm. Those whose 
protein intakes least often meet their recom- 
mended allowances are . . . adolescent girls 
... homemakers . . . and elderly people. 


Diets which supply the pregnant woman 
with less than 50 gm. of protein and 1500 
calories were found, in one study, correlated 
with maternal and fetal complications. 


Milk is man’s first dietary source of protein. 
Milk and. dairy foods provide one-fourth of 
the protein in our food supply. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


essential for an 


adequate food supply 


~, 
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Since 1915 . . . promoting better health through 
nutrition research and education 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street + Chicago 6, Illinois 


Ad No. 5647-R1 
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News from the State Chapters 


THE Oklahoma chapter had the largest attend- 
ance in its history at the February 15-16 annual 
meeting in Tulsa. 

Dr. Robert T. Strum of Oklahoma City was 
installed as president at the business meeting. He 
succeeds Dr. Roger Reid of Ardmore. The presi- 
dent-elect for 1960 is Dr. Harlan Thomas of 
Tulsa. (See cut.) 

Other officers that were re-elected are Dr. W. 
R. Cheatwood of Duncan, vice president, and 
Dr. Arnold G. Nelson of Midwest City, secretary- 
treasurer. AAGP delegates are Drs. M. B. Glis- 
mann of Oklahoma City and Marshall O. Hart 
of Tulsa, who was chairman of the meeting. Al- 
ternates are Drs. Nolen Armstrong, Oklahoma 
City, and Charles E. Wilbanks, Tulsa. 

Among the nine guest speakers who presented 
the scientific program was AAGP President 
Fount Richardson of Fayetteville, Ark., who re- 
tired from that post in March. Dr. Richardson 
spoke at the banquet on “The Doctor and Poli- 
ties.” 

The entire program had excellent coverage on 
both TV stations in Tulsa and in the newspapers. 
One of the key resolutions made by the Oklahoma 
congress of delegates was one asking for a legisla- 
tive investigation of the academic program of the 
University of Oklahoma School of Medicine. Dr. 
Malcom E. Phelps of El] Reno who offered the 
resolution charged that many doctors believe the 
school is more interested in research and special- 
izing than in training general practitioners. 

The 1961 meeting will be held in Oklahoma 
City with Dr. Leonard R. Diehl as general chair- 
man. 
® Over 400 physicians from Michigan, Ohio and 
Ontario attended a symposium on gastrointes- 
tinal disorders sponsored by the Michigan and 
Wayne County chapters February 17 at the 
Sheraton-Cadillac Hotel in Detroit. 
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Oklahoma Dignitaries—Officers and directors of the Okla- 
homa chapter and their guests at the speakers table for the 
annual banquet are (seated left to right) Mrs. H. E. Denyer; 
Dr. Denyer; Mrs. Arnold G. Nelson; Dr. Nelson; Mrs. 
William R. Cheatwood; Dr. Cheatwood; Mrs. Fount 
Richardson; Dr. Richardson, AAGP immediate past presi- 
dent, and Mrs. Roger Reid. (Standing left to right) Dr. Cody 
Ray; Mrs. Ray; Dr. Harlan Thomas; Mrs. Thomas; Dr. 
Charles E. Wilbanks; Dr. Earl Lusk; Mrs. Lusk; Mrs. 
Marshall O. Hart; Dr. Robert T. Sturm, president; Mrs. 
Sturm; Dr. Marshall Hart, and Dr. Roger Reid. 


The morning session was moderated by Dr. 
Elmer Texter of Detroit, a past president of the 
AAGP. Dr. J. Frederick Johnson of Wayne 
University presented the first topic, “The 
Pharmacology of Spasmolytics.”’ Dr. Marvin H. 
Sleisenger of Cornell University spoke on 
“Evaluation of Gastrointestinal Medications.” 
Dr. Texter’s son, Dr. E. Clinton Texter, Jr., 
Northwestern University Medical School, spoke 
to the group on “‘Medical Management of Gas- 
tric Disorders,” and the final speaker of the 
morning was Dr. Dan W. Elliott of Ohio State 
University who discussed “Surgical Management 
of Gastric Disorders.” 

At the luncheon session, Mr. Leo Brown, di- 
rector of communications of the American 
Medical Association, was the guest speaker. In 
discussing “Effective Public Relations,” Mr. 
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“... which antacid? Rorer’s Maalox. Excellent results, 
no constipation plus a pleasant taste that patients like.”’ 


MAALox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TABLET MAAtox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TABLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two 
teaspoonfuls), Bottles of 50 and 250. 


Samples on request. 
WiLuiaM H. Rorer, INC., Philadelphia 44, Pennsylvania 
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Michigan Symposium—Guests and officers of the Michigan 
and Wayne County chapters shown seated at the head table 
of the luncheon at the February symposium are: (left to 
right) Dr. Walter C. Dietrich; Dr. Jerome Weiss; Dr. 
Theodore J. Berry; Dr. James L. Dennis; Dr. Charles 
Sellers, president, Wayne County chapter; Dr. John S. DeTar; 


Brown presented for the first time publicly the 
findings of the recent AMA survey on what the 
public thinks of physicians and the AMA. He 
said doctors are most criticized for charging more 
than expected, making more money than he is 
worth, not understanding people’s money prob- 
lems and being interested in making money. Mr. 
Brown urged doctors to discuss money matters 
more freely with patients and to itemize their 
fees. Dr. F. P. Rhoades, Detroit, presided at the 
luncheon. 

Dr. John S. DeTar of Milan, another past 
president of the Academy who presided over the 
afternoon session, presented the following 
speakers: Dr. James L. Dennis, associate member 
of the Academy and medical director of Chil- 
dren’s Hospital, Oakland, Calif., ““Gastrointes- 
tinal Disorders of the Young’; Dr. Theodore J. 
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Mr. Leo Brown; Dr. F. P. Rhoades, chairman of the meeting; 
Mrs. Rhoades; Dr. Elmer Texter; Dr. Howard Rees, 
president of the Michigan chapter; Dr. Dan Elliott; Mrs. 
Texter; Dr. E. Clinton Texter, Jr., Dr. Marvin Sleisenger, 
and Mr. Charles McCallister, president of National Drug 
Company. 


Berry of Philadelphia, “Gastrointestinal Dis- 
orders of the Aged’; Dr. Seymour J. Gray of 
Harvard Medical School, “Disorders of the 
Small Bowel,” and Dr. Jerome Weiss of New 
York City, “Disorders of the Large Bowel.” 

@ The West Virginia chapter will hold its eighth 
annual scientific meeting this month in Charles- 
ton. Thirteen outstanding speakers will present 
the program. 

Guest speakers for the May 6-8 meeting in- 
clude: Dr. Elmer C. Bartels, Lahey Clinic, Bos- 
ton, Mass.; Dr.C. Bernard Brack, Johns Hopkins 
Hospital, Baltimore, Md.; Dr. John J. Conley, 
Pack Surgical Group, New York, N.Y.; Dr. 
George Crile, Jr., Cleveland Clinic, Cleveland, 
Ohio; Dr. Emerson Day, Sloan Kettering In- 
stitute, New York, N.Y., and Dr. Paul DeCamp, 
Ochsner Clinic, New Orleans, La. 
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METRAZOL 


reactivates the geriatric patient 


METDRAZOL 


reactivates the convalescent 


ME TRAZOL 


reactivates the fatigued 


for the geriatric patient 


— 2 tablets or teaspoonfuls, three times daily. 


for the convalescent and the fatigued 


— 1 or 2 tablets or teaspoonfuls, three times daily. 


METRAZOL Tablets 
each tablet contains 100 mg. METRAZOL 


METRAZOL Liquidum 
each teaspoonful (5 cc.) contains 100 mg. METRAZOL 
and 1 mg. thiamine. 


availability — for those patients who need additional vitamins — 


Vita-METRAZOL Elixir 


each teaspoonful (5 cc.) contains 100 mg. METRAZOL, 
10 mg. niacinamide, 1 mg. each of thiamine, ribo- 
flavin, pyridoxine, and 2 mg. d-panthenol. 


Vita-METRAZOL Tablets 


each tablet, in addition to the above, contains 25 
mg. vitamin C. 


METRAZOL® brand of pentylenetetrazol, E. Bilhuber, Inc. 


packaging KNOLL PHARMACEUTICAL COMPANY 


Tablets in 100’s and 500’s. Liquid 
oar cont (formerly Bilhuber-Knoll Corp.) 


alcoholic solution) in pints. Orange, New Jersey 


Volume XXI, Number5 GP 


oral) 
| 
i | 
| 
| 
| 
dosage 
J | 
| 250 
i 
| 


Recognition for Service—Jefferson County (Kentucky) 
chapter president, Dr. Carroll Witten, presents a plaque to 
a past president of the chapter, Dr. Charles G. Bryant. 
Partially hidden is guest speaker, Dr. Lester Bibler of 
Indianapolis. 


Also Dr. Victor deWolf, Cleveland Clinic; Dr. 
Robert L. Forsyth, Pittsburgh Diagnostic, Pitts- 
burgh, Pa.; Dr. Alexander Koelsche, Mayo 
Clinic, Rochester, Minn.; Dr. George T. Pack, 
Pack Surgical Group; Dr. William D. Parsons, 
Jackson Clinic, Madison, Wis.; Dr. Cornelius E. 
Sedgwick, Lahey Clinic, and Dr. E. A. Gaensler, 
Boston City Hospital. 

@ The Jefferson County (Kentucky) chapter is 
now publishing a monthly newsletter, which is 
called ““News and Views.” 

Past presidents of the Jefferson County chap- 
ter were honored at the January chapter meeting. 
(See cuts.) Ten of the past presidents were able to 
attend the meeting and receive bronze plaques in 
appreciation of their service to the chapter. 

The only past presidents not present were Dr. 
W. E. McKee (1957), who now lives in Gulf 
Shores, Ala., and Dr. Arthur O. Goodman (1959), 
who had a heart attack the afternoon of the 
meeting. Dr. McKee’s plaque was mailed to him 
and Dr. Goodman was awarded his plaque in the 
hospital, just two days before he died. 

Dr. Lester Bibler of Indianapolis, Ind. was the 
speaker for the meeting on the _—- of “Rela- 
tive Value Studies.” 
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Past Presidents—Ten past presidents of the Jefferson 
County (Kentucky) chapter joined current President 
Carroll Witten in receiving service plaques at the January 
chapter meeting. Shown (left to right) are: Drs. Thomas 
V. Gudex, 1948; William Ray Moore, 1952; Frank M. Powell, 
1951; Edgar B. Morgan, 1958; Gradie R. Rowntree, 1954; 
Eugene H. Kremer, 1956; Charles G. Bryant, 1949; 
Carroll L. Witten, 1960 president; Richard R. Slucher, 
1950; John A. Bishop, 1955, and H. Bural Mack, 1953. 


e At its annual meeting in December the New 
Hampshire chapter elected Dr. Samuel E. Paul 
of Troy as the president-elect. Dr. Reginald F. 
DeWitt of Plymouth was installed as president. 

Other officers are Dr. Lionel D. Lavoie of 
Manchester, vice president; Dr. William F. 
Putnam of Lyme, secretary, and Dr. Leo Klinger 
of Rochester, treasurer. 

The meeting climaxed ‘‘Family Doctor Week” 
in New Hampshire which was proclaimed by 
Governor Powell for December 1-6. The Gover- 
nor paid tribute in his proclamation to general 
practitioners as the backbone of medicine ‘‘on 
whom rests a major part of the medical profes- 
sion’s services to humanity.” 

Speakers included Dr. Marsh Tenny, Dart- 
mouth Medical School; Dr. Leslie DeGroot, 
Massachusetts General Hospital; Dr. Melvin 
Horwith, Cornell University School of Medicine, 
and Dr. Jerold Lucey, College of Medicine, Uni- 
versity of Vermont. 

@ At the Postgraduate Seminar of the Alabama 
chapter held in January at the Medical College 
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Participates in the Satisfaction of 


Every Protein Need 


Quaker Oats and Mother’s 
Oats, the two brands of 
oatmeal offered by The 
Quaker Oats Company, are 
identical. Both brands are 
available in the Quick 
(cooks in one minute) and 
the Old-Fashioned vari- 
eties which are of equal nu- 
trient value. 


Th order to participate significantly in the fulfillment 
of the body’s protein requirements, the protein in- 
gested must be both quantitatively and qualitatively 
adequate. 


The amount of protein in oatmeal exceeds that of 
any other whole-grain cereal. The kind of protein is 
unmatched in the whole-grain cereal field because it is 
highest in total protein value as well as in protein effi- 
ciency ratio. The 18 amino acids derived from oatmeal 
protein are readily available for effective physiologic 
use. Significant amounts of B vitamins and minerals 
in the oatmeal serving further potentiate the metab- 
olism of its protein. 


By these criteria, oatmeal protein is known to par- 
ticipate effectively in the satisfaction of all protein 
needs of the body. These needs include growth appli- 
cability, tissue maintenance and repair, and the manu- 
facture of enzymes, hormones, immune bodies, and 
other protein-containing factors upon which the body 
depends for functional health. 


The nutritional advantages of the oatmeal serving 
are applicable not only during illness or convalescence; 
they make a definite contribution to the daily nutri- 
tion required to meet the stress and strain of everyday 
living. From infancy through senescence, oatmeal pro- 
vides an important start in the satisfaction of each 
day’s protein needs. 


The Quaker Oats @mpany 


CHICAGO 
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Cleveland Officers—The 1960 officers of the Cleveland 
chapter are (left to right) Dr. William Bond, vice president; 
Dr. Simon Bunin, president, and Dr. Fred Light, secretary- 
treasurer. 


of Georgia, chapter members heard a dozen out- 
standing speakers present topics ranging from 
acute appendicitis to urology problems in the 
adult male. 

During a business meeting, Dr. Winston A. 
Edwards of Wetumpka was installed as the 1960 
president. Dr. Linwood R. Burrough, Jr. of 
Birmingham was named president-elect. 

Newly-elected vice presidents are Drs. C. L. 
Lawson of Gadsden, M. C. Mullin, Jr. of Fair 
Hope, Maurice C. Holeomb of Birmingham and 
Grover C. Murchison of Montgomery. 

The chapter adopted a resolution recommend- 
ing the passage of a state amendment which 
would provide for the construction of a 100-bed 
state psychiatric hospital to be financed by a 
state bond issue of $3 million. 

At the banquet the chapter presented an 
honorary membership to the president of the 
Alabama chapter of the American College of 
Surgeons, Dr. Emmett B. Frazer of Mobile. 
® Dr. Donald W. Humphreys of Bennington was 
recently installed as president of the Vermont 
chapter at a November meeting at Degoesbri 
Memorial Hospital in Burlington. 

Other officers of the Vermont.chapter are Dr. 
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Directors for Cleveland—Serving on the Cleveland chapter’s 
Board of Directors are (left to right) Drs. Robert Nuss, 
Clifford Wilcox, Melvin Eckhouse, Ralph Rosewater, 
Simon Bunin, J. L. Wiggins, Fred Light, William Bond and 
Herbert W. Salter. 


Wilton W. Covey of Milton, president-elect; Dr. 
Ralph R. Jardine of Lyndonville, vice president, 
and Dr. Edward B. Crane of Charlotte, secre- 
tary-treasurer. 

@ The first of the year the California chapter 
announced that its publication, California GP, 
will be published six times a year instead of 12. 
The reasons for the change are the abundance of 
bulletins and journals, many carrying duplicate 
material and to allow more time to be devoted to 
each issue. Special mailings will be made to 
members as needed. 

@ The Connecticut chapter held its first spring 
symposium March 3 at the Statler Hilton in 
Hartford. Theme for the meeting was “The 
Chemical Approach to Anxiety—Pro and Con.” 

A panel of eight physicians discussed the pro 
and con of tranquilizers and the reliance one 
should place on them. Moderator for the panel 
was Dr. Francis J. Braceland, psychiatrist-in- 
chief of the Institute of Living, Hartford. 

Guest panelists included Dr. Frank J. Ayd, Jr., 
chief of psychiatry, Franklin Square Hospital, 
Baltimore, Md., and Dr. John Adriani, director, 
Department of Anesthesia, Charity Hospital of 
Louisiana, New Orleans, La. 
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Metamine’® Sustained* helps 
you dilate the coronaries anon 


METAMINE SUSTAINED (triethanolamine trinitrate 
biphosphate, 10 mg., in a unique sustained-release 
tablet) is a potent and exceptionally well tolerated 
coronary vasodilator. Pharmacological studies at 
McGill University demonstrated that METAMINE 
“exerts a more prolonged and as good, if not slightly 
better coronary vasodilator action than nitroglycerin 
... ”! Work at the Pasteur Institute established 
that METAMINE exerts considerably less depressor 
effect than does nitroglycerin.2 Virtually free from 
nitrate side effects (nausea, headache, hypotension), 


Shes. Leeming New York 17, N. Y. 


1 tablet 


METAMINE SUSTAINED protects many patients re- 
fractory to other cardiac nitrates,3 and, given b.i.d., is 
ideal medication for the patient with coronary in- 
sufficiency. Bottles of 50 and 500 tablets. Also: 
METAMINE, METAMINE WITH BUTABARBITAL, META- 
MINE WITH BUTABARBITAL SUSTAINED, METAMINE 
SUSTAINED WITH RESERPINE. 

1. Melville, K. I., and Lu, F. C.: Canadian M.A.J., 65:11, 
1951. 2. Bovet, D., and Nitti-Bovet, F.: Arch. Internat. de 


ee et therap., 83:367, 1946. 3. Fuller, H. L., and 
assel, L. E.: Antibiotic Med. & Clin. Therapy, 3:322, 1956. 


*Patent applied for 
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(Continued from page 33) 


On the Calendar 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 


JUNE 


*13: Harris County (Texas) chapter and University of 
Texas Postgraduate School of Medicine, cardiology, 
Jesse Jones Library Building, Houston. (1 hr.) 

13-17: Canadian Medical Association, annual meeting, 
Banff, Alberta. 

13-17: American Medical Association, annual meeting, 
Miami Beach, Fla. 

*13-17: American Medical Association Section on General 
Practice, Miami Beach, Fla. (15 hrs.) 

*16-18: University of Pennsylvania, course on hematology, 
Graduate Hospital, Philadelphia. (18 hrs.) 

*20-23: University of Pennsylvania, course on ballisto- 
cardiogram, Graduate Hospital, Philadelphia. (18 hrs.) 

*23-25: University of Pennsylvania, course on peripheral 
vascular diseases, Graduate Hospital, Philadelphia. 
(18 hrs.) 


JULY 


*ll: Harris County (Texas) chapter and University of 
Texas, present status of cancer research, Jesse Jones 
Library Building, Houston. (1 hr.) 

*13: Second District Louisiana chapter, ear, nose and throat 
in general practice, Hilton Inn, Kenner, La. (1 hr.) 

18-21: New Mexico chapter, annual meeting and summer 
clinic, Ruidoso. 

*18-24: Duke University, postgraduate medical course, 
Morehead City, N.C. (24 hrs.) 

18-30: Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Michael Reese Hospital, Chi- 
cago, Ill. (92 hrs.) 

AUGUST 

*4-7: Washington chapter, annual meeting and second 
Northwest Regional Meeting of Oregon, Idaho, Mon- 
tana chapters, Olympic Hotel, Seattle, Wash. 

*8: Harris County (Texas) and University of Texas, low 
back pain, Jesse Jones Library Building, Houston. (1 hr.) 
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SEPTEMBER 


*8-9: Nebraska chapter, annual meeting, Cornhusker Ho- 
tel, Lincoln. (9 hrs.) 

*12: Harris County (Texas) chapter and University of 
Texas cervical disease and whiplash injuries, Jesse 
Jones Library Building, Houston. (1 hr.) 

14-15: Ohio chapter, annual meeting, Veterans Memorial 
Building, Columbus. 

15-22: World Medical Association, 14th general assembly, 
Berlin, Germany. 

18-20: Wisconsin chapter, annual meeting, Milwaukee 
Auditorium, Milwaukee. 

18-20: Iowa chapter, annual meeting, Savery Hotel, Des 
Moines. 

*20: Lima and Allen County chapters Ohio Academy of 
Medicine, hepatic disease— medical and surgical aspects, 
Shawnee Country Club, Lima. (1 hr.) 

*23: American Academy of General Practice and University 
of Kansas, annual symposium on infectious diseases, 
Battenfeld Auditorium, Kansas City, Kan. (6 hrs.) 

24: Massachusetts chapter, annual meeting, Statler 
Hilton Hotel, Boston. 

24-25: American Academy of General Practice, State 
Officers’ Conference, Hotel Muehlebach, Kansas City. 
27-5: Pan-Pacific Surgical Association, 8th congress, 

Honolulu, Hawaii. 

*28-29: Mississippi chapter, annual meeting, Hotel Heidel- 
berg, Jackson. (10 hrs.) 

29-30: South Carolina chapter, annual meeting, Memorial 
Auditorium, Spartanburg. 


OCTOBER 


2-5: Texas chapter, annual meeting, Adolphus Hotel, 
Dallas. 

3-5: Kansas City Southwest Clinical Society, 38th annual 
fall clinical conference, Hotel Muehlebach, Kansas 
City, Mo. 

8-9: Maryland chapter, annual meeting, Southern Hotel, 
Baltimore. 

*10: Harris County (Texas) chapter and University of 
Texas, ulcerative colitis, Jesse Jones Library Building, 
Houston. (1 hr.) 

12-13: Georgia chapter, annual meeting, Dinkler Plaza 
Hotel, Atlanta. 

13-14: Oregon chapter, annual meeting, Eugene, Ore. 

13-15: The Academy of Psychosomatic Medicine, 7th 
annual meeting, Benjamin Franklin Hotel, Philadelphia. 
(18 hrs.) 

16-19: New York chapter, annual meeting, Statler Hotel, 
Buffalo. 
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A moderate 
low-fat 


breakfast for 


a woman of 45 


Overweight not only detracts from personal appearance, moderate low-fat morning meal. For women in this age 
it steals from a person’s chance for a long and healthy group and for most others, it provides about one-fourth 
life. As a service to those advising about weight control, of the recommended dietary allowances as shown in the 
a moderate low-fat, well-balanced breakfast is presented chart below. This basic cereal and milk breakfast is 
here for your consideration. Its fat content of 10.9 gm. well-balanced and nutritionally efficient as demonstrated 
provides 20 per cent of the total calories which makes it a by the Iowa Breakfast Studies. 


Recommended Daily Dietary Allowances* and the Nutritional Contribution of a Basic Cereal 
and Milk Moderate Low-Fat Breakfast 


Menu: Orange Juice—4 oz.; 
Cereal, dry weight—1 oz.; 
Whole Milk—4 oz.; Sugar—I teaspoon; 
Toast (white, enriched)—2 slices ; 
Butter—S5 gm. (about 1 teaspoon); 
Nonfat Milk—8 oz. 


Vitamin Niacin Ascorbic 
Nutrients Calories Protein Calcium Iron A Thiamine Riboflavin equiv. Acid 


Totals supplied by 

Basic Breakfast 503 20.9 gm. 0.532 gm. 2.7 mg. S881LU. 0.46mg. 0.80 mg. 7.36 mg. 65.5 mg. 
Recommended Dietary 

(58 kg.—128 Ib.) 2200 58 gm. 0.8 gm 12mg. SOOOLU. I.lmg. 1.5 mg. 17 mg. 70 mg. 
Percentage Contribute 


by Basic Breakfast 22.9% 360% 665% 225% 11.8% 418% 533% 433% 93.46% 


Sot Institute. Inc.: Breakfast Source Book. *The allowance levels are enynegy to cover individual variations 
Chicago: Cereal Institute, Inc., 1959. ones perso li in the States under 
nded usual environmental stresses. Calorie allowances apply to 
1958. individuals usually engaged in moderate physical activity. For 
office workers or others in sedentary occupations they are excessive, 
Watt, B. K., and Merrill, A. L.: Composition of Foods— Raw, Adjustments must be made for variations in body size, age, 
Processed, Prepared. U.S.D.A. Agriculture Handbook No. 8, i950. physical activity, and 


CEREAL INSTITUTE, INC. 
135 South La Salle Street, Chicago 3 
A research and educational endeavor devoted to the betterment of national nutrition 
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“Health-care-for-the-aged” will certainly be 
a major issue in this year’s national election 
campaigning—regardless of what action (if any) 
Congress takes on such legislation this session. 

Three candidates for the Democratic nomina- 
tion for president—Sens. Hubert H. Humphrey 
(Minn.), John F. Kennedy (Mass.) and Stuart 


Symington (Mo.)—support Forand-type legisla- 


tion that would expand the social security pro- 
gram to provide health care for the aged. Most 
so-called “‘liberal’’ Democratic candidates for 
Congress also support this controversial type of 
legislation which is opposed vigorously by the 
medical profession and allied groups. 

Vice President Richard M. Nixon, in line for 
the Republican nomination for President, is 
against any compulsory health insurance pro- 
gram, including Forand-type proposals. Most 
Republican Congressional candidates are ex- 
pected to take a similar position in the campaign. 

If Congress fails to pass any legislation to 
provide more federal health care for the aged— 
or if President Eisenhower should kill a bill after 
Congress had approved it—the sky would be the 
limit for campaign promises and oratory about 
the issue. 

Even if a program is enacted, the candidates 
are expected to pound away at the issue with 
charges and counter-charges. 

The House Ways and Means Committee voted 
17 to 8 on March 81 to shelve the Forand bill. 
The most widely publicized health-care-for-the- 
aged bill in Congress, it would increase social 
security taxes to provide surgical benefits and 
limited hospitalization and nursing home care for 
social security beneficiaries, except the disabled. 

An adverse vote by this committee ordinarily 
would kill a bill but this time the issue remained 
very much alive. Supporters of the Forand plan 
continued pressure aimed at getting the commit- 
tee’s approval of a compromise. 

Speaker Sam Rayburn, the number one Demo- 
crat in the House, expressed hope that a compro- 
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mise could be worked out that would not in any 
way result in socialized medicine. He outlined his 
views in a telegram to a doctor. Rayburn said that 
he had been misquoted asendorsing the Forand bill. 

“T have endorsed no plan as yet with reference 
to the aged, and certainly will not until I have 
consulted with the members of the Committee 
on Ways and Means, hoping that they can bring 
forth something that will be . . . for the relief 
of the aged and nowise intended in any fashion 
to bring about socialized medicine,” the April 19 
telegram said. 

Rayburn’s statement that he had been mis- 
quoted referred to widely published statements 
attributed to the speaker after he was visited 
on Capitol Hill by AFL-CIO Vice President Wal- 
ter P. Reuther. Rayburn was represented in the 
reports as favoring a compromise plan that would 
expand the social security program to provide 
hospitalization and nursing home care, but no 
medical services for the aged. 

Arthur S. Flemming, secretary of Health, 
Education and Welfare, made known that the 
Eisenhower Administration was seriously con- 
sidering a plan for federal payments to the states 
to help needy old persons buy private health in- 
surance on a voluntary basis. 

President Eisenhower, Vice President Nixon 
and Flemming all emphasized that the Adminis- 
tration would support no plan not based on the 
voluntary principle. The President told a news 
conference that compulsory plans, such as the 


‘ Forand bill, would be a definite step toward 


socialized medicine. 

A spokesman said Vice President Nixon “‘be- 
lieves the best way to handle the problem of 
people over 65 who do not have and cannot 
afford health insurance is through a program 
which will enable those who desire to do so to 
purchase health insurance on a voluntary basis.” 

Sen. Jacob K. Javits of New York and seven 
other Senate Republicans introduced legislation 
similar but more costly to that under study by 
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the Administration. The bill of the eight senators 
called for the federal government and states 
jointly putting up about $1 billion a year to help 
persons 65 years and older, and their spouses, to 
buy private health insurance. The coverage 
would include physicians’ care in home and office, 
diagnostic services, hospitalization and nursing 
home care. 

The House Ways and Means Committee ten- 
tatively approved other revisions in the social 
security program. One revision would remove the 
requirement that a disabled person must be 50 
years old before he is eligible for social security 
payments. 

Another would extend social security coverage 
to physicians on a compulsory basis. This revi- 
sion prompted Dr. F. J. L. Blasingame, executive 
vice president of the American Medical Associa- 
tion, to protest in a letter to Rep. Wilbur D. 
Mills (D—Ark.), chairman of the committee. 

Dr. Blasingame pointed out that the AMA 
House of Delegates, as far back as 1949, “has 
been on record as being opposed to the inclusion 
of physicians under social security on a compul- 
sory basis.” 

Dr. Blasingame said that it was true that 
“several state medical societies have endorsed 
coverage of physicians.’’ But, he added, it could 
be concluded from results of polls of state medical 
societies that “‘a majority of the profession is still 
opposed to compulsory coverage.”’ He said: 

“OASDI does not fit the economic pattern of 
the practicing physician. Self-employed doctors 
rarely retire at age 65. Therefore, the compulsory 
tax which would be imposed upon them, were 
they covered under the Social Security system, 
would be unjust and unreasonable. Physicians 
who are able to work prefer to keep right on 
practicing medicine . . . 

“Finally, and perhaps most important, physi- 
cians have seen social insurance programs in 
other nations used as a vehicle for the establish- 
ment of socialized medicine . . . Naturally, they 
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are highly sensitive to their inclusion in a system 
which may eventually be used to abridge their 
freedom as a profession.” 

Dr. James A. Appel, Lancaster, Pa., a member 
of the AMA Board of Trustees, testified against 
plans for compulsory health care for the aged in 
a resumption of hearings by the Senate Subcom- 
mittee on Problems of the Aged and Aging. He 
said that the greatest health problem faced by 
older people is “their isolation from the rest of 
society.” 

“The health problems of the aged can only be 
solved within the context of total health,”’ he 
said. “They involve far more than hospitals or a 
doctor’s care.” 

Dr. Appel denied that aged persons are being 
denied medical care because of a lack of money. 

“Medical care is available to every man, 
woman, and child in the United States regardless 
of his or her ability to pay for it,” he said em- 
phatically. 

“That care is not now denied, nor will it be 
denied.” 

Dr. Louis M. Orr, Orlando, Fla., AMA presi- 
dent, charged the AFL-CIO with resorting to 
“deliberate distortions of the truth, perversions 
of the truth, and outright untruths” in the 
union’s campaign against the AMA because of 
its opposition to the Forand bill. 

Dr. Orr protested strongly in a letter to AFL- 
CIO President George Meany against allegations 
in a political memorandum of the AFL-CIO’s 
Committee on Political Education (COPE). The 
COPE allegations, Dr. Orr said, “not only .. . 
attempt to impugn the motives and competence 
of the nation’s physicians, but they seek to mis- 
lead labor’s rank and file, the members of Con- 
gress and the American people as a whole.”’ He 
declared: 

“‘When the AMA opposes any legislative health 
measure, it does so because its members believe 
that it would lead to poorer—not better—health 
care for the people of this country.” 
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“...most bacterial infections 
encountered in 
pediatric practice will 
respond satisfactorily...” 


CycLAMYcIN promptly and reliably controls most common infections 
caused by a wide variety of gram-positive and several species of gram- 
negative pathogens. It is also effective against several obstinate patho- 
gens, including some staphylococci resistant to other antibiotics. 
**. .. 85 per cent of [200] treated patients 
obtained a clinical cure. . . .””* 

Children accept it readily. Delicious cherry-raspberry flavor - homogenized suspension 
* easy to take, well tolerated - serious reactions due to sensitivity or toxicity are rare. 
For further information on prescribing and administering CYCLAMYCIN see descriptive 
literature, available on request. 

1. Ripberger, F.M., Jr.. et al.: Antibiot. Med. & Clin. Therap. 6:662 (Nov.) 1959. 
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Triacetyloleandomycin. Wyeth 
SUPPLIED: Oral Suspension, 125 mg. per S-cc. teaspoonful, bottles of 2 fi. oz. 
Capsules, 125 mg. and 250 mg., vials of 36. A Century of 
Wyeth Laboratories Philadelphia 1, Pa. Service te Modems 
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